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Care practices and relational work are marginalised, unrecognised and unrewarded. 
Yet it can also be argued that care work is ‘skilful’, requires competence, and is complex and 
‘fundamental to the human condition’. This study based on the private spoken interactions 
between care home workers and residents living with dementia, explores the complexity of 
caring discourses and provides linguistic evidence of their significance and sophistication. 
This thesis contributes to our understanding of, and methodological approaches to, 
the ways that care is enacted through talk. It takes an appreciative inquiry approach, is 
multidisciplinary, qualitative and applies discourse analytic techniques to a range of data 
sets. The data, which includes 20 audio-recorded interactions amounting to just under three 
and half hours of conversation in all between two care home workers and four residents, 
was collected in two UK dementia care homes. The detail of a linguistic approach is 
complemented by attention to context and a participatory research style. This study cuts 
new ground in the linguistic-based literature by aligning enactments of care and relational 
work with widely accepted principles of care and dementia care models.  
The findings show that care workers and residents frequently self-disclose, use 
endearments and engage in playful talk. Register and style vary, including use of politeness 
and levelling strategies, and this sheds light on the complexity of the task of interacting with 
residents in dementia care homes. Such relational linguistic work includes practices which at 
times involve risk and others that are risk free. In summary, care workers and residents 
build reciprocal, collaborative, and mutually beneficial relationships during the completion 
of daily tasks through, although not exclusively, linguistic means, despite the constraints of 
the care home environment. This finding is innovatory as it demonstrates that relational 
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work is practised through linguistic means by both care home workers and residents. A 
further contribution to knowledge is the extension of language-based studies of relational 
work into social care settings. 
Such language practices appear to be central to successful care work practices, a 
larger study could potentially verify this claim. This study has strong implications for care 
worker training programmes. It can benefit those who commission, design, manage and 
deliver care for people living with dementia by increasing their understanding of the 
importance and benefits of social interaction between care workers and residents. By 
foregrounding relational practices as central to caring practices and using linguistic evidence 
to demonstrate their complexity, I argue that care as a relational and linguistic practice 
demands to be centralised, recognised and rewarded in the care home settings.  
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‘Talking is like dancing. Dancers who are sensitive to what their partners can and cannot do 
[/] can make important choices, choices that can make their partners look elegant and agile 
or ones that can make their partners look silly and uncoordinated. How caregivers talk with 
[those they care for] can help or hinder them’ (Hamilton, 2005:233) 
‘Caring is the greatest thing. Caring matters most’.  
(Edward H. Milligan, 1951 citing Friedrich von Hügel, 1852-1925). Quaker Faith and Practice 
/ 21:20 p x) 
‘Treat people as if they were what they ought to be and you help them to become what they 
are capable of being’ (Goethe cited by Dreher, 1987:129) 
‘what works one day, won’t necessarily work tomorrow’ 
Observation at Autumn Leaves (15.11.19 / care worker) 
‘it’s not them and us, we’re all a family here’ 
Observation at Autumn Leaves (01.12.19 / reablement worker) 





1.0 Overview  
This multidisciplinary (Grainger, 1993; Makoni, 1997; Hamilton, 2003) and qualitative 
study draws on person-centred (Kitwood, 1997) and other concepts of care and uses 
linguistic analytic techniques to evidence the language practices of care workers and 
residents in two dementia care settings. As a workplace study it explores situated social 
interactions between two care home workers and four residents living in two residential 
dementia care settings. I focus on how care is enacted within a relational frame (Holmes and 
Marra, 2004). It addresses both the macro discourses of care, by critically analysing 
concepts of care, and the micro discourses of care by analysing audio-recordings of care 
home workers and residents during acts of personal care. This study foregrounds care as 
primarily a language practice, and a practice which is linguistically complex and requires a 
‘high level of competence’ (de Vries, 2013:30). At the same time, it highlights the 
importance of the relational dimension to caring language practice, and emphasises the 
skilfulness (Kitwood, 1997:97) and ‘range of sophisticated discursive strategies’ (Marsden 
and Holmes, 2014:30) that are required of care workers. Makoni (1998:18) says that 
‘interacting with elderly, particularly [those living with dementia], is extremely demanding’.  
Care work with the elderly is marginalised (Walsh and O’Shea, 2010), ‘unpopular and 
stigmatized’ (Reed, 2010:296), unrecognised (Grainger, 1993; Jansson and Plejert, 2014:57) 
and unrewarded (Ward, 2002b; Kings Fund, 2019) as the workforce is largely low-skilled, has 
‘low status’ (Jones, 1992a:4; Makoni and Grainger, 2002:810; Nolan, Davies and Brown, 
2006:5), ‘lack of prestige’ (Grainger, 1993:307) and operates in an environment of ‘financial 
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pressures’ (Ward, 2002b:36; Barnes, 2012:181). Furthermore, those residents being cared 
for, who are in the main elderly people with vulnerabilities (both cognitive and physical) 
often have little opportunity to make their voice heard than those who have access to 
communication media, and may depend on others to do so. Fletcher (who uses the term 
relational practice) asserts (2001:ix) that relational practice or work may even be considered 
‘invisible’ and thus ‘difficult to measure and so can be dismissed’ (p.2) further marginalising 
those that practice it. This thesis seeks to demonstrate through the presentation of findings 
from observations, audio-recordings and discourse-based interviews with two care workers, 
that care is largely based on relational practice (I will use the term relational work), that it 
has a collaborative dimension (Guendouzi and Müller, 2014:191), is complex, skilful and 
‘demanding’ work (Kitwood, 1997; Makoni, 1998:18) and should be ‘meaningful’ (Ward, 
2002a:33). In relational work the ‘personhood’ (Kitwood, 1997:8) of each party can be 
sustained and maintained, mostly, although not exclusively, through language practices. I 
aim to explore how care is enacted linguistically with reference to the dominant concepts of 
care and dementia care frameworks, for example what Kitwood (1997:89-93) calls ‘positive 
person work’. Finally, I position my ‘relational work’ lens closely with the positive aspects of 
Grainger’s (1993) ‘nurturing discourse’ and ‘personal discourse’ and the ‘nurturer’ role 
demonstrated by care workers and noted by Makoni and Grainger (2002:821).   
Thus, I propose that caring practices which are enacted through relational work 
deserve more exposure and scrutiny, greater recognition and acknowledgement of their 
linguistic complexity and thus should be centralised, recognised and rewarded.  
                                                             
1 A collaborative interaction is ‘a complex of jointly distributed properties pertaining to all participants and to 
the context or environment in which the communication is situated’. 
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1.1 Rationale for this study 
The prompt for this study emerged from two sources: first a question posed by a 
ninety-year old resident of a care home, Mrs Margaret Rider2, who asked, ‘How should I talk 
to them [other residents living with dementia]?’ and shortly afterwards the viewing of a BBC 
documentary called ‘Can Gerry Robinson fix dementia care homes?’ (Can Gerry Robinson fix 
dementia care homes? (1/2) (2009) TV/DVD, BBC2, 8 December, 2009). I was intrigued by 
Mrs Rider’s question and had noted anecdotally the communication challenges in her care 
home. The BBC documentary broadened the scope and Gerry Robinson’s persistence to 
seek improvements for dementia care residents was inspiring. These two sources led to the 
completion of two master’s degree assignments, in which I sought to explore the concerns 
raised by both sources in greater depth. 
In the UK there are 15,767 residential care homes (www.cqc.org.uk/ 28.02.19) 
staffed by an estimated 1.3 million adult social care workers (Kings Fund, 2019), and which 
provide care to over 400,000 adult residents (Gage et al., 2009:600). In 2007 the Alzheimer’s 
Society in the UK estimated that ‘700,000 people in the UK have dementia’ and of those 
‘244,000 live in care homes’ (2007:viii). The figures continue to rise, Prince et al. (2014) 
recorded that of the ‘850,000’ people diagnosed with dementia in the UK ‘311,730’ people 
with dementia live in care homes, ‘39%’ of the total number of people over 65 living with 
dementia. Although, some studies (Matthews et al., 2013:1411) acknowledge the 
‘prevalence in care settings’ of dementia has increased, even though in the wider 
population the trend is ‘downward’. Meanwhile Guendouzi and Müller concur and note that 
‘increased longevity coupled with early diagnosis means that we have a growing population 
                                                             
2 Permission was given by Mrs Rider’s two daughters and son via email. 
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of people living with dementia. Caring for this population is going to be a major health issue 
over the next decades’ (2014:207).  Furthermore, from an ‘ethic of care’ stance (see Section 
2.1.3) care (in its broadest sense) has been ignored as a ‘category’ by scholars’ and should 
be a ‘central category of social analysis’ (Tronto, 1993:112), and considered a ‘major policy 
issue’ (Sevenhuijsen, 2003:179). 
Despite many years of research, and investment of significant resources, a cure for 
any single cause of dementia remains out of reach; the need to better understand how care 
is practised with those living with dementia is thus of some importance. Overall, care home 
residents are ageing and presenting with ‘multiple and complex health needs’ (Dudman, 
2007 cited by Gage et al., 2009:601). Focusing on care home workers as agents of care and 
who use talk as a tool for care is justified. As Davis (2005:xix) urges ‘how crucial 
conversation can be for people in assisted living situations’. In this thesis I draw on two 
research hypotheses raised by Davis (2005: xix); firstly that ‘communicative interactions 
need to be tucked into normal opportunities for conversation: While delivering a meal, 
suggesting a bath, trying to get dressed’ and, secondly, that collecting ‘conversations over 
time with different people […] would support an empirical investigation of language 
patterns’.  Hence, I have addressed the first of Davis’ points, by collecting data in the private 
rooms of care home residents. I have also partially addressed Davis’s second point, by 
drawing on a number of interviewees to give different perspectives on caring talk. Forbat 
(2005:16) acknowledges that despite advances in researching ‘the language of care’ 
[nevertheless] much remains to be investigated’. 
Despite early researchers (Grainger, 1993) characterising care home talk as 
demonstrating ‘lack of opportunities for talk’ (p.123), dominance of task-oriented talk (p.98) 
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and dependency-inducing talk or ‘baby-talk’ (p.33-34). I seek to demonstrate that care-talk 
has moved on in the past 25 years or so, perhaps not universally, but nevertheless a 
different approach can be found. I argue in my study that care is both collaborative and 
skilful and is realised through linguistic means which evidence relational work practices. 
These relational language practices, both with and without risk, demonstrate reciprocity, 
interdependence, mutuality and peer enactments, amongst other features. Fossey 
highlights the literature which notes relationships which are built through social interaction 
between care workers and residents ‘are the most important features [for] maintaining 
well-being’ (Fossey, 2008:341). Guendouzi and Müller (2014:23) concur that ‘conversational 
interaction is at the core of social human existence’. In this study I share data collected in 
two dementia care home settings, where I present evidence to support these claims. 
Without doubt caring practice involves and initiates many emotions or ‘affective 
competence’ (Barnes, 2012:164). Hochschild (2012) in her much-cited work The Managed 
Heart introduced the term ‘emotional labour’3 in relation to the work expected by 
organisations of workers, in her case air stewards and bill collectors (also known as debt 
collectors). However, albeit that care work includes ‘emotional labour’ it also encompasses 
relational labour or work, which I suggest has more positive connotations than Hochschild’s 
seminal term and emphasises my argument that relationships are built and maintained 
through talk, and talk is thus work in caring contexts. 
 I posit that both care workers and residents find themselves situated in restricted 
circumstances in some cases by time (Backhaus, 2019) in the care workers’ case, or by 
                                                             
3
 Emotional labor as conceived by Hochschild (2012:7) requires a worker ‘to induce or suppress feeling[s] in 
order to sustain the outward countenance that produces the proper state of mind in others […] [or] the sense 
of being cared of in a convivial and safe place’. 
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cognitive impairment and unfamiliar environments in the case of the residents. This results 
in both parties striving to ‘make the best’ of the situation at hand, with a focus on 
meaningful interactions and mutually beneficial social relationships at the core of this 
endeavour.  
Care is characterised by both transactional and relational dimensions (Marsden and 
Holmes, 2014). From my multidisciplinary stance, I demonstrate how care workers’ and 
residents’ use of language aligns with Tronto’s (1993) call for an ‘ethic of care’ approach, 
and Wendell’s (1996 cited by Phillips, 2007:84) plea for a relational approach which 
encompasses both interdependence and reciprocity, in care practice. I will also discuss the 
extent to which care workers’ language practices converge or diverge with dominant models 
of dementia care, e.g. ‘person-centred care’ (Kitwood, 1997), ‘relationship-centred care’ 
(Tresolini et al., 1994; ‘mature care’ (Pettersen and Hem, 2011). 
To sum up the need for my study I follow Gubrium in his seminal ‘Taking Stock’ 
article on research on caregiving who notes ‘what we need now is a critical, deconstructive 
examination of the taken-for-granted language of caregiving’ (1995:267-8). Focus on the 
relational dimension has been encouraged for some time (Williams and Coupland, 
1998:151). In particular, I take a steer from Coupland et al. (1991:191) who encourage a 
‘need for relationships, language and interaction to be given explicit attention […] in the 
gerontological context’. 
1.2 Care Homes as paradoxical research sites 
As research sites, care homes present the potential researcher with a number of 
paradoxes. I will address three of these that are relevant to my study here. Firstly, that care 
homes are at the same time homes for residents and yet workplaces for care workers 
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(Makoni, 1998; Makoni and Grainger, 2002). Goffman (1961 cited by Makoni, 1998:18) uses 
the term ‘total institution’ to describe a number of residential settings, including elder care 
homes. He notes that whereas the workers are free to leave, the residents are somewhat 
detained.   
Secondly, care work itself is intrinsically paradoxical, in that ‘caring can itself 
presuppose dependency’ (Coupland et al., 1991:178) or ‘induce dependency’ (Grainger, 
1993:33). Coupland and colleagues suggest that in order for care work to demonstrate that 
it is ‘caring’, this requires those being cared for to be ‘dependent’, in other words, incapable 
or hard to help in some way. This can lead to a tussle for care workers between 
‘overaccommodation’ on the one hand and ‘overaccommodation avoidance’4, on the other. 
As Makoni and Grainger note there is a tension between ‘support and control’ (2002:807) 
some physical caring actions may be ‘intrusive, embarrassing or painful’ and yet at the same 
time the intention of the care worker is to ease pains and worries. The familiar phrase 
‘killing with kindness’ comes to mind, in that caring institutions seek to enable and enhance 
the lives of those they care for, yet as Coupland and colleagues note care can have the 
opposite result. 
The third paradox lies in the fact that care homes are task-oriented workplaces 
(Grainger, 1993; Bender and Cheston, 1997; Ward, 2002; Daly and Szebehely, 2012:139; 
Savundranayagam, 2014), which provide services often prioritising physical needs over 
emotional, intellectual and social needs, to interaction-needy residents (Bender and 
Cheston, 1997; Ward et al., 2008:630; Popham and Orrell, 2011). Evidence shows that many 
                                                             
4
 Overaccommodation: ‘a miscommunication process where at least one participant perceives a speaker […] to 
go ‘beyond’ a sociolinguistic style judged necessary for attuned talk on a particular occasion’ (Coupland et al., 
1991:30). Also referred to as ‘elderspeak’ in the social care literature. 
Discourses of care 
8 
 
people living with dementia in residential care homes spend much time alone, with little to 
do (Nolan et al., 1995 cited by Ward 2002b:33; Ward et al., 2008), and with only short social 
interactions during the day mostly of a repetitive, task-oriented and superficial type with 
care home workers (Coupland et al., 1991:174; Grainger, 1993; Kitwood, 1997) e.g. 
greetings, offering food choices, inviting to join activities. Care homes are sites of constant 
interchange between caring and controlling modes (such as compliance-gaining and rigid 
routines) of activity and interaction (Grainger, 1993; Makoni and Grainger, 2002; Backhaus, 
2009), both from the staff, residents and institutional perspectives. With this backdrop it 
goes without saying that ‘the quality [and duration] of these interactions for the residents is 
crucial, since it comprises almost the entirety of their social lives’ (Grainger, 1993:303).  
Although deterioration in spoken language competence is a feature of most, if not all 
dementia conditions, such as ‘word-finding problems’, ‘overuse of empty vocabulary’, and 
‘problems with topic maintenance, digressions and tangentiality […] [and] perseverations’ 
amongst others (Guendouzi and Müller, 2014:18), nevertheless the desire (Ryan et al., 
2005:21 citing Santo Pietro and Ostuni, 2003) and ‘determination’ to communicate and 
‘conversational initiative’ remains (Frank, 1995:26). The literature and practice demonstrate 
that frequent, varied and prolonged social interaction can enhance any retained 
interactional abilities (Sabat, 2014), and I propose can have significant impact on an 
individual’s quality of life and the well-being of all those living and working in dementia care 
home settings. 
1.3 Research gap 
I suggest that there is a gap in the linguistic based literature (although this is not 
necessarily the case in other disciplines) on the enactment of care. Iedema and Carroll 
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(2014:186) in their studies of frontline healthcare professionals note that the site where 
care is enacted is of ‘maximum complexity’. Likewise, I propose in dementia care settings, 
deconstructing the enactment of care through the lens of relational language practices this 
complexity will be revealed.   
Previous linguistic studies have addressed either the discourse of the person living 
with dementia (e.g. confabulations, Tallberg, 1999; Örulv and Hydén, 2006), a specific 
feature of the care worker’s discourse (e.g. politeness, Backhaus, 2009), or focused on a 
specific type of dementia (e.g. Fronto-temporal dementia, Smith, Mates, and Mikesell, 
2010). In Chapter Three, I summarise the research gap methodologically with reference to 
linguistic studies, from the point of view of the analytical unit, the analytic framework, the 
type of data collection tools and type of dementia.  
Next, I briefly note three authors who support the importance of researching social 
interaction in care settings. Firstly, Perkins et al. (1998:34) support a focus on the 
‘examination of the role of the conversational partner in interaction’ as a significant agent in 
the interaction, in this case the care worker. Adams and Gardiner (2005:187 citing 
Henderson and Forbat, 2002) note ‘the importance of the ‘care relationship’ has been 
neglected in strategic policy documents, namely the National Service Framework for Older 
People (Department of Health, 2003). Gubrium (1995:268) urges a focus on ‘lived 
experience’ and ‘local discourses of caregiving and care reception’ and the increased 
visibility of ‘participating voices’, that is the diversity of actors engaged in actual care 
practices, both care workers and residents. To reemphasise an earlier point Gubrium urges 
the critical evaluation of the ‘taken-for-granted language of caregiving’ (1995:267-8). These 
reflections support my focus on the micro-level interactions in the resident’s private space, 
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the linking of practice to policy frameworks and the inclusion of residents as active 
participants in dynamic care practice. 
Previous studies in care home settings (see Section 2.6 Research Gap) have focused 
on the public space, the residents’ lounge (Ward et al., 2008), and breakfast room (Santo 
Pietro and Boczko, 2001). Makoni and Grainger (2002:811) took data collection a step 
further by including ‘bathing, getting up […] drug distribution and lunchtime events’, and 
other scholars have followed this care event sampling focus (e.g. food preparation, Hydén, 
2014; ‘taking a shower’, Jansson and Plejert, 2014). Workplace research in sensitive contexts 
always depends on the level of access granted (Angouri, 2010) and raises certain risks in 
data collection; nevertheless my focus remained the private space, the resident’s personal 
room, where personal care is given. ‘Episodes of personal care [...] could present crucial 
opportunities for sustained interaction between staff and residents’ Ward et al. (2008:635) 
and may be the ‘only times when extended interaction occurs’ (Grainger, 1993:63), thus a 
potentially rich setting for evidencing enactments of relational language practice. 
Daly and Szebehely (2012:146) strongly support making links between the ‘macro 
structures’ [which] ‘affect work organisations and conditions of care’ with the daily and 
individual practice of care. Hence, I have given considerable space in Chapter Two to 
discussions on concepts and principles of care, frameworks of dementia care and debates 
about caring. 
1.4 Scope of Study  
The location of my study is in the private rooms (bedrooms and bathrooms) of care 
home residents in two care homes in the UK. Two trained and experienced (Gentile, 2008:5) 
care workers volunteered to participate. Four resident participants were selected, two by 
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each care worker, who retained the ability to communicate beyond the word and sentence 
level, and in other words they could engage in a dialogue with their carers. My focus is on 
the agency (Ryan et al., 2005:20) and practice of these carefully selected care workers in 
their task-orientated interactions with care worker chosen residents. Hamilton (1994:5) calls 
for a focus on not only the participant with dementia but on their ‘“normal” conversational 
partner’, in this case the care home worker. Hamilton (2005:226) also urges researchers in 
dementia care settings to take account of: ‘(1) research subjects; (2) contexts of language 
use; (3) theoretical frameworks; and (4) units of analysis’, I have sought to include these 
categories into my methodological approach (see Chapters Three and Four). Collection of 
data in a private space poses certain ethical concerns which I cover in full in Chapter Four. 
I do not claim to make assertions beyond the sample I present. Nevertheless, these 
detailed findings and my analysis does offer an opportunity for further debate and 
reflection, by care workers, the managers of care homes and researchers. 
1.5 Research Assumptions and Research Questions  
My first assumption is that care work (in this case care for elderly people) is largely a 
spoken language activity (Small et al., 2015:286 citing Taylor et al., 2013:37) and ‘vital 
dimension of caring’ (Jansson, 2016:82), in that the majority of the daily physical care tasks, 
whether getting up / going to bed, getting washed, dressed, taking medicines, eating meals, 
are completed through the use of language and the agency of the care worker. Care workers 
explain, reassure, give instructions, make requests, make jokes, give warnings, share stories 
and enquire in the process of completing their care tasks. I do acknowledge that other 
aspects of communication do take place, for example, touch (Scoping Interviewee # 004) 
however, that is not the focus of my study here. Thus, I am guided by Roberts and Sarangi 
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(2005:632) who advise that ‘in institutional encounters, talk is work’; in this case the work 
under scrutiny is care work.  
A second assumption is that although relational work manifested in interaction, as 
opposed to transactional work, is often regarded (unjustifiably) as marginal and devalued in 
some workplaces (see Fletcher, 2001) it is in fact central (my emphasis) to successful care 
practice (Ryan et al., 1995; Jansson and Plejert, 2014:57). So ‘care is […] central’ (Tronto, 
1993:157) even ‘fundamental to the human condition’ (Barnes, 2012:1) yet at the same time 
caring is not valued (Tronto, 1993; Makoni and Grainger, 2002). 
My third assumption is that the relational linguistic work which contributes to care 
work tasks is indeed marginalised, unrecognised and unrewarded. Thus raising awareness of 
this feature and demonstrating evidence of its ‘complexity’ (Iedema and Carroll, 2014:185), 
‘wide range of discursive’ strategies (Marsden and Holmes, 2014:31) and need for ‘highly 
developed’ personnel (Kitwood, 1997:120) to enact caring practices addresses a hidden 
(Daly and Szebehely, 2012) social injustice.   
Next, I present my research questions and which research tool applies to each one. 
My first research question is: how do care workers in dementia care settings enact care in 
their language practices? I will collect data by making audio-recordings of care worker-
resident dyads and reflective interviews with care workers (see Chapters Five, Six and Seven 
- Talking is Doing Care). I will analyse the audio-recordings of care home workers and care 
home resident dyads to find examples of language practices that demonstrate enactments 
of care.  
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My second research question is: Are there any contextual constraints that impact on 
care workers’ ability to enact care linguistically and practice relational work?  For question 
two, I will draw on the ethnographic data and discourse-based interviews with care workers 
reflections on their practice and expose any ‘tacit knowledge’ (Odell et.al, 1983:223) 
available (see Chapter Eight Discussion).  
Finally, my third research question is: How do the findings contribute to dementia 
care practice? (See Chapter Eight and Nine) and will reflect on my reflexive observations to 
draw conclusions and present my experiences of conducting this research project. 
Daly and Szebehely (2012:139) support the approach of referencing micro-findings 
to macro debates; they report that ‘the encounter between the care worker and the 
recipient is rarely linked to the broader social, political and economic contexts’. I believe this 
multidisciplinary approach brings fresh thinking to both the context and discourses of care. 
The findings prompted by these questions may be useful to trainers in dementia care, 
assessors of dementia care and those designing and delivering care packages. Noting that 
research on social interactions can be an indicator of the ‘quality of care’ is timely as 
‘communication should be regarded as the most crucial, if not the main, factor that 
determines the level and quality of care’ (Vass et al., 2003:24-25) (my emphasis). So further 
‘examination of the language of care’ is supported and acknowledged, and progress has 
been made, yet ‘much remains uninvestigated’ (Forbat, 2005:16).  
1.6 Research Approach 
This study is both qualitative and multidisciplinary, drawing on social care concepts 
and linguistic analytic resources. I view the data through an appreciative inquiry (AI) 
(Srivastval and Cooperrider, 1986; Reed, 2010) lens and look for positives, things that seem 
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to work rather than problems. Reed (2010:294) explains that research in elder care settings 
‘can be limited by ageist thinking’. In her review of the literature, Reed notes that combining 
AI and research in elder care settings is a ‘relatively recent phenomenon’ (2010:294). I 
would suggest combining an AI approach in elder care settings within a linguistic 
methodology, thus extends and enriches the possibilities of this study. I take an inductive, 
post-modern, and social constructionist stance to my analysis which means that I have 
practised an iterative research process, resulting in the research questions, frameworks and 
concepts changing and evolving as the research unfolded and new thinking, new inputs and 
resources emerged. 
My positioning as a researcher is informed by my previous work and life experience, 
which has been as a generalist. My multidisciplinary stance follows through from this 
pattern. Throughout my working and personal life, I have always sought and found myself in 
situations where I have been making connections, learning from other disciplines and then 
sharing that learning with the setting I am in. This has also meant seeking out specialists in a 
field and working with them in my capacity as a connector and coordinator. These activities 
have always taken place in settings where injustices are taking place and where there have 
been gaps in public provision. In addition, I often find myself in the role of getting the best 
out of colleagues and collaborators and taking care of those around me. It follows that my 
approach to research will reflect those values and experiences. 
From a theoretical perspective, as mentioned above I position myself as a researcher 
working with an appreciative inquiry lens, in addition my stance is social constructivist and 
participatory approach (Creswell, 2007:20-22). Social constructivist, in that, I ‘rely as much 
as possible on the participants’ views of the situation’ (2007:20) and I ‘interpret’ (2007:21) 
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the findings based on my subjective and worldview stance. Secondly, participative, in that, I 
anticipate that my findings ‘may change the lives of participants’ (2007:21), or at the very 
least, other care workers and care home residents in dementia care settings, within the 
constraints of PhD research being the product of the student themselves. 
1.7 Research design and methodology 
I began by immersing myself over time in dementia care contexts and practice, a 
process that Sarangi (2007:573) describes as ‘thick participation’ and a necessary process for 
discourse analysts who wish to be ‘collaborators’ (Roberts and Sarangi, 2005:639 citing 
Silverman, 1999) with their research setting partners. I followed Coupland et al.’s advice 
(1991:17) to pay more attention to, ‘contextual sensitivity’ and a ‘focus [on] attitudinal 
contexts (Coupland et al., 1991:153). This immersion afforded me the opportunity to take a 
closer look at care and its contexts. Following this period of immersion, I moved on to 
collect my primary data sets, being observations, audio-recordings and interviews. Audio-
recorded data was collected in the private space of the resident’s room, a lesser researched 
area (see Section 2.6 Research Gap). Perkins et al (1998:36) assert that ‘sampling 
conversation between familiar conversational partners is the most ecologically valid and 
least artificial’ data collection method. 
Prior to the data collection I focused on the recruitment of two care homes, a period 
of ethnographic observation, swiftly followed by the recruitment of the two experienced 
care home workers, Tessa and Orla5. The care home workers then selected the four care 
home residents, Nora and Yvonne, Harold and Queenie respectively that they chose to work 
with and who met the minimum criteria of inclusion in the study. To triangulate and gain 
                                                             
5 All names of care homes, carers and residents were changed to ensure anonymity and confidentiality. 
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input from carers on their ‘tacit knowledge’ (Odell et al., 1983:223) I conducted a discourse-
based interview with both Tessa and Orla.  
Roberts and Sarangi (2005:632) note that ‘language constructs professional practice’, 
it follows therefore that by evidencing the language of care workers, through coding, 
grouping codes, identifying patterns and categories, without using pre-determined 
categories, this can lead to insights into how care workers do care. I have implemented this 
bottom-up approach, in order to avoid the blinkers of pre-determined categories and the let 
the data speak (Copland and Creese, 2015:48) and to keep the seemingly ‘familiar strange’ 
(Copland and Creese, 2015:13).  
The ethical dimension was important on two counts, one from the point of view of 
the context being a sensitive area which required ethical approval from my institution and 
secondly, from a personal and research style perspective.  I did not want to ‘take the data 
and run’. I needed to show that I was working ‘[as far as possible] with’ participants, in as 
much as the institutional constraints of the study allowed (Cameron et al., 1992:22). 
The detailed analysis afforded by a micro analytic approach of interactions highlights 
the complexity of care worker interactions and the high-level skills required (Kitwood, 
1997:97), thus promoting greater recognition and value by policy makers, employers and 
wider society.  Indeed, both practitioners and ‘researchers need to better understand the 
complexity of care’ (Iedema and Carroll, 2014:185), in order to have impact.  
Guendouzi and Müller (2014) support a qualitative approach to analysing naturally 
occurring data in dementia care situations. Indeed, they emphasise that ‘a great deal of 
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insight can be gained from applying ethnographic approaches and micro level analysis of 
data samples taken from naturalistic situations’ (2014:207). 
Current practice in dementia care draws substantially on Kitwood’s (1997) seminal 
contribution, namely ‘person-centred care’, and increasingly (Davies and Nolan, 2008) 
‘relationship-centred care’ (Tresolini et al., 1994; Nolan et al., 2004, 2006) is also a 
prominent practice. Relationship-centred care foregrounds the ‘importance of interactions 
amongst people as the foundation of any therapeutic or healing activity’ (Nolan et al., 
2004:48 citing Tresolini et al., 1994:22). This emergence of ‘relationship-centred’ care is also 
reflected by other scholars who conceptualise it as ‘warmth of reciprocity’ (Ryan et al., 
2005:33), ‘interdependence’ (Hamilton, 2005:233) and ‘solidarity’ (Marsden and Holmes, 
2014:31). Inevitably, relationships are made, unmade and developed through language and 
social interaction. My focus is on the care workers as ‘agents of change’ (Ward, 2002b:35) in 
the relationship; care workers have more potential to adapt their interactional style than 
the resident living with dementia. To triangulate the findings, I include feedback from care 
workers (or discourse on their discourse) on their practice as a research tool (Forbat, 2005). 
1.8 Structure of thesis  
Following this short introductory chapter, I then in Chapter Two (Talking about care) 
discuss firstly definitions of discourse, dementia, care and relational work.  I include a 
discussion on the concepts of care and debates surrounding care, and a brief overview of 
dementia care models. Later in Chapter Two I cover the core communication theories of 
ageing which have emerged since the 1980s. In Chapter Three (Methodology (1) Research 
Approach and Design) I present the conceptual frameworks on which I base my research, 
followed by detailed descriptions of the participants, the settings, and the research design. 
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In Chapter Four (Methodology (2) Research Methods and Tools) I discuss the analytic 
framework I chose, the data sets and data collection methods. In Chapter Four I describe 
and discuss my ethical procedures and approach. Chapters Five, Six and Seven are 
collectively titled ‘Talking is Doing Care’; here I present my findings and discussion drawing 
on data from each data set, namely ethnographic observations, audio-recordings and 
discourse-based interviews. Chapter Five (Talking is Doing Care (1)) addresses Interaction 
Mapping, Conversation Topics, Turn-taking and topic initiation and Context. Chapter Six 
(Talking is Doing Care (2)) highlights the notion of Relational Work without risk and 
addresses examples of compliance-gaining, compliments, humour and acknowledgements. 
In Chapter Seven (Talking is Doing Care (3)) focuses on the notion of Relational Work with 
risk, including familiarity (address terms and endearments), compliance-gaining, humour, 
managing discord and explores examples of mock impoliteness. These three chapters reflect 
how care is enacted through talk. I discuss these findings exploring in particular both 
convergences and divergences with dementia care models, and discourse analytic notions, 
alongside the macro concepts of and debates about care identified in Chapter Two (Talking 
about care). 
Forbat (2005:16) makes the case for linking ‘how dominant representations of care 
are expressed in [care] talk’. Forbat (2005:12) also highlights the ‘importance of 
understanding how care relationships are put into words and discoursed in being’. This is my 
purpose and argument in this thesis. I seek to link how we talk about care (see Chapter Two) 
with how care workers do care through talk (see Chapters Five, Six and Seven). 
In conclusion (Chapter Nine) I make recommendations for social care practice and 
for further research. Here I also identify my unique contribution to knowledge in this field in 
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terms of my methodology, the focus and extension of relational work, and the alignment to 
care principles. To conclude my introduction, Hamilton (1994:6) says and here I quote in full:  
‘It is only by teasing apart the variety of influences underlying communicative 
strengths and weaknesses in real-life interactions that we may come closer to 
understanding the extent to which discourse strategies of health conversational 
partners augment or offset the seemingly relentless decline of these patients’ 
communicative abilities’.  
Hamilton is supported in her focus on the notion that talk, and in particular relational talk is 
central to care work, by many other scholars (Grainger, 1993; Ryan et al., 1995; Alzheimer’s 
Society, 2007; Makoni, 1998; Makoni and Grainger, 2002; Ward 2002a and b; Ward et al., 
2008; Allan and Killick, 2008; Davies and Nolan, 2008; De Vries, 2013; Mordhardt and Spira, 
2013; Marsden and Holmes, 2014; Jansson, 2016; Savundranayagam and Lee, 2017). 
Likewise, Daly and Szebehely (2012:139) support the importance of the ‘connection to the 
affective and relational dimensions of work’ in ‘residential long-term care homes’, which I 
attempt to reflect in my study. 
  








Literature Review: Talking about care  
2.0 Introduction  
In this chapter I begin by defining the four core concerns of this thesis, namely, 
discourse, dementia, care and relational work. I explain how care is defined in the social 
care literature and the definition of discourse that I utilise in this thesis, paying close 
attention to discourse as it is understood in the workplace. I also summarise the features of 
dementia from both social care and linguistic perspectives. Fourthly, I present the 
theoretical roots and characteristics of relational work, its place in the literature and how it 
is manifested in the workplace. 
I outline the dominant concepts and principles of care (Section 2.1.3) drawing on 
literature from multiple disciplines and reflect on the importance of context and the 
‘complexity of care’ (Iedema and Carroll, 2014:185; Phillips, 2007:2; Browne, 2010:577). To 
complete the attention to care and how care is talked about in the literature, I summarise 
the eight principles of care. Next, I introduce relational practice or work (Section2.2) I 
describe its theoretical roots, characteristics and its place in workplace discourse. 
In Section 2.3 I turn to dementia and social interaction in dementia care settings. 
Here I will very briefly outline three dementia care frameworks and identify the features of 
each model that align best with my approach of recognising care as complex, collaborative 
and skilful, with relational work at its heart. Then in Section 2.4 I give an overview of 
relevant communication theories with the elderly.  
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In Section 2.5 I critically review a number of linguistic studies based in dementia care 
settings in particular, amongst those which are based in eldercare settings. Finally, I will 
summarise the research gap (see Section 2.6) that this review of the literature has revealed 
and how this links to my research questions noted in Chapter One. 
My literature search began by identifying key words relevant to my topic (social 
interaction; care; care work; care workers; dementia; residential care homes; relational 
practice). I then followed texts recommended by supervisors and conference delegates, 
built on existing references collected during two masters’ level assignments. I identified 
relevant journals and databases, searched the publications of key scholars in the field and 
used the key words to search for books and articles. In addition, I followed up references in 
read texts and drew a reading time limit to publications up to and including 30 June 2019.  
2.1 Definitions: Discourse, Dementia, and Care  
To begin I will briefly outline how I understand and use the terms discourse, 
dementia, and care in this study. 
2.1.1 What is Discourse? 
Discourse covers both spoken and written language (Bhatia, Flowerdew and Jones, 
2008:1) and is a term used in a number of settings e.g. political discourse, academic 
discourse. Many distinguished scholars (see Jaworski and Coupland 2nd Edition, 2006:1-2) 
have sought to define discourse, which is not my purpose here. I have identified some 
unifying features of these definitions, which I subscribe to in this thesis, they are: 
(1) Discourse comprises chunks of language, beyond individual sentences (Schiffrin 
et al., 2001:1; Paltridge, 2006:19;Bhatia, Flowerdew and Jones, 2008:1; Sarangi, 2010:398; 
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Flowerdew, 2014:1; Guendouzi and Müller, 2014); (2) Discourse is ‘language in use’ 
(Schriffin et al., 2001:1; Bhatia, Flowerdew and Jones, 2008:1), or the language of social 
action; (3) Discourse is influenced by ‘social, political and cultural formations’ (Jaworski and 
Coupland, 2006:3); (4) Discourse is a situated, social practice (Schriffin et al., 2001:1; Bhatia, 
Flowerdew and Jones, 2008:2; Flowerdew, 2014:1; Guendouzi and Müller, 2014; Candlin, 
Crichton and Moore, 2017); (5) Discourse or interaction ‘is a joint, collaborative, [and] 
distributed’ activity (Guendouzi and Müller, 2014:1-2) and finally (6) Discourse is a source of 
multidisciplinary study, especially since the ‘discursive turn’ of the late 1980s / early 1990s 
(Bhatia, Flowerdew and Jones, 2008:1). 
What does this then mean for my study here? To reflect on the first two points, in 
this study I am not concerned with specific, pre-determined units of language, rather I aim 
to demonstrate how language is used by care workers and residents on a daily basis through 
selected examples of naturally occurring language episodes during personal care tasks. I 
seek to show how the context of the care home and the specific situation (i.e. relationship 
between care worker and resident, personal history of the care workers and residents, and 
the task at hand) influence and impact on the collaborative nature of these intimate 
discourses. Finally, by drawing on other disciplines for guidance and knowledge, I hope to be 
able to continue the ‘discursive’ turn noted above. In summary Sarangi (2010:398) unites 
the six features of discourse I have noted above by saying: 
‘In a nutshell, human actions and practices are constituted in discourse. In 
healthcare encounters, […], activities […] are accomplished through language, 
although they are not reducible to language use or interaction as such’. 
So, discourse is not only about what we say, it is also about how we say what we say, 
with whom and in what circumstances. In fact, words are powerful and shape thoughts and 
actions (Fazio, 2001:88). So how and what we say in interactions with people living with 
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dementia matters. Discourse is influenced by what goes before, what comes after, the 
consequences of the talk and the environment (Angouri and Piekkari, 2018:8) in which the 
talk takes place. I will explore in more detail the context of care in Sections 2.1.3 and 5.4. 
Discourses may be studied at the macro, meso and / or micro levels (Candlin, 
Crichton and Moore, 2017:7-8). Figure 2.1 Discourses in the workplace shows graphically 
the boundaries of the different workplace discourse domains. In the literature there are 
debates surrounding for example the differences between professional and institutional 
discourse (see Sarangi and Roberts, 1999). However, here with respect to a residential 
dementia care setting, I have chosen the following explanations of the different workplace 
discourse. Political discourse refers to the social care policy frameworks and overarching 
concepts of care (see Section 2.1.3).  At the institutional order level, discourse can be 
understood as the professional norms of care work or a ‘set of rules and regulations’ of care 
(see Sarangi and Roberts, 1999:15) as described by the Care Quality Commission (see 
Appendix 01 CQC Fundamental Care Standards). These guidance notes shape care practice 
norms, for example treating residents with dignity and respect. The organisational order 
refers to the care practice norms of each individual care home. Each care home is likely to 
interpret and implement the prescribed norms slightly differently and I suggest that the care 
home design, care workers’ identity, residents’ demographics, care home model (public, 
private or voluntary sector), the Care Home Manager may all influence the widely accepted 
norms and the establishment of site-specific norms. Professional discourse order concerns 
occasions where care home workers interact with each other and where norms are 
‘negotiated between people’ (Angouri and Piekkari, 2018:20). Sarangi and Roberts (1999:15) 
define professional discourse as ‘what professionals routinely do as a way of accomplishing 
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their duties and responsibilities’. It also involves ‘a sense of agency based on knowledge and 
freedom (Sarangi and Roberts, 1999:14). Finally, and my particular focus here, is the social 
or individual order which encompasses the personal language practices of an individual care 
worker, with residents and visitors / family members (see Angouri and Piekkari, 2018). 
These five discourses outlined in Figure 2.1 are themselves interactive, and 
‘intertwined’ (Angouri and Piekkari, 2018:20), for example political discourse can influence 
social / individual discourses and an institutional discourse can influence professional  
 
Figure 2.1 Discourses in the workplace 
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discourses. The interconnectedness of these co-occurring discourses fits neatly with 
Kitwood’s (1997:93) notion of an ‘ecology of care’, ‘in which a variety of types of interaction 
merge onto one another, and there is a continuing succession’. So, to make the connection 
between discourse and workplaces, it can be argued that the analysis of discourse ‘has 
evolved as a fruitful way of understanding the use of language in a variety of institutional, 
academic, workplace and professional settings’ (Bhatia, Flowerdew and Jones, 2008:1).  
In particular, interactions within an institutional setting will be shaped by that 
particular institution, its organisational norms and guiding principles. Makoni and Grainger 
(2002:806) highlight the peculiarity of the residential care home as a “total” institution as 
understood by Goffman (1961). They quote Goffman saying that residential institutions ‘are 
characterized by authoritarianism, the routinization of tasks and the depersonalization of 
“inmate”’. They also note that care ‘is interactionally accomplished from moment to 
moment, situation to situation’ (Makoni and Grainger, 2002:806 citing Makoni and Makoe, 
2001:151). In other words, each individual interaction, between care worker and resident, 
takes place within this backdrop. This approach to discourse acknowledges that the ‘voices 
of those experiencing care as well as those who practise care’ (Phillips, 2007:6) are included 
and valued. 
Thornborrow’s four-part typology6 of institutional talk appears to place the 
professional interlocutor, whoever they may be whether care worker, radio presenter, 
teacher, or interviewer as the one in charge, or the participant who ‘controls’ the discourse 
                                                             
6 Thornborrow (2002:4) drawing on Jurgen Habermas (1984), Steven Levinson (1992) and Drew and Heritage 
(1992) summarises institutional talk as comprising four features: (1) ‘Talk [where] differentiated, pre-inscribed 
and conventional participant roles, or identities exist; (2) ‘Talk [where] structurally asymmetrical distribution of 
turn types’ are manifest; (3) ‘Talk [where] an asymmetrical relationship between participants’ […] rights and 
obligations’ are legitimised, and (4) ‘Talk [where] discursive resources and identities are available’ [are] 
weakened or strengthened by the institution itself.  
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and with some ‘lesser’ participants having limited access to certain discursive moves. 
Thornborrow (2002:5) concludes that institutional talk is the ‘interplay between 
[interlocutors’] […] interactional and discursive role[s] and their institutional identity and 
status’. The importance of context in relation to the analysis of discourse is emphasised in 
the literature (Thornborrow, 2002; Flowerdew, 2014) and I will discuss later the context of 
the care home and its impact on the discourse of care in Chapter Five. 
Finally, if we are to better understand caring discourses then we need to know ‘how 
discourse reflects, sustains, and constructs the practice of caring’ (Makoni and Grainger, 
2002:806). At the same time recognising that ‘discourse’ is both a ‘gift’ and a ‘curse’ 
(Schiffrin, Tannen and Hamilton, 2001:10). In that study of discourse brings new insights to 
data, however these insights can be many, varied and even contradictory. The challenge for 
the researcher is to present justifiable interpretations. My approach here is to analyse how 
care is enacted through discourse by care workers and residents who are doing care talk. 
2.1.2 What is dementia? 
Dementia is a generic term for a broad set of symptoms which ‘cause a progressive 
decline in a person’s mental functioning such as a loss of memory, intellect, rationality, 
social skills and normal emotional reactions’ (Bryden, 2005:183). The most common forms 
of dementia are Alzheimer’s disease (Orange and Ryan, 2000:153; Guendouzi and Müller, 
2014:11), Lewy Body Dementia, Vascular Dementia, Alcohol-related dementia, and others 
(see Appendix 02 for a Summary of Dementia Conditions). Although all forms of dementia 
eventually result in language impairments, certain conditions, for example, Frontal-Lobe 
dementia are also associated in particular with early significant language impairment 
(Bryden, 2005:187). 
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Kitwood (1997:20) explains that dementia impacts both ‘memory, reasoning and 
comprehension’ and ‘patterns of relationship and interaction’. It is the second of Kitwood’s 
observations that I focus on in this study. Whilst some early dementia studies focus on a 
deficit narrative, i.e. what people living with dementia can’t do (Keller and Rech, 1998), and 
which is a necessary task. Nevertheless, the prevailing research trend is on improvement 
and managing communication with those with a dementia diagnosis as successfully as 
possible (e.g. Hamilton, 1994; Hopper et al., 2007; Hafford-Letchfield, 2013; Jansson, 2016). 
With my ‘appreciative inquiry’ lens, I note that there are also studies that highlight the 
abilities that are retained by people with a dementia diagnosis albeit alongside losses. For 
example, the ability of an educated woman (formerly a revered journalist) to recall a poem 
in full and to write it down (Magnusson, 2014:106-107). There are reports of others who are 
able to sing and teach operatic works (Wray, 2010), give speeches and write books (Bryden, 
2012) and those who ‘can insult others with admirable facility’ (Makoni, 1997:63). Each 
person living with dementia, due to whatever cause, will experience symptoms individually. 
It is not possible therefore to generalise about the capabilities or deficits regarding 
language. Nevertheless, it is important to note that the need to communicate is retained 
even if the means to do it are impaired. It is important to remember that each resident, 
each person living with dementia is a unique individual and as Kitwood and many others 
rightly advise it is critical to incorporate this uniqueness into the interactions of care-giving.  
Briefly a number of linguistic indicators of dementia are noted by Guendouzi and 
Müller (2014:18-19), which characterise different types of dementia such as ‘word-finding 
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problems (anomia7)’ or the inability to retrieve the names of everyday objects, ‘overuse of 
empty vocabulary and of increasingly less comprehensible paraphasias and 
circumlocutions’, also difficulties of ‘topic maintenance, digressions, tangentially, as well as 
perseverations (repetition of ideas)’, and ‘disruptions of discourse coherence and cohesion’. 
Also noted in the literature are concerns over ‘verbosity’, ‘speech act’ inappropriacy and 
lack of ‘sensitivity’ to interlocutors’ ‘needs’. Meanwhile, ‘turn-taking’ and ‘phonological 
abilities and speech sound production’ are retained, in the later stages of dementia 
(Guendouzi and Müller, 2014:18). In the most common form of dementia, namely 
Alzheimer’s disease in the early stages of the disease progression, language remains 
‘generally well-formed syntactically’ (Hamilton, 1994:2), and ‘phonological processes [are] 
relatively preserved’ (Perkins, Whitworth and Lesser, 1998:36). Yet there are occasions of 
context and interactional order dissonance (Hamilton, 1994:2) or verbal disfluency.  In other 
words, although an utterance can be considered correct syntactically, it may be not be 
considered ‘correct’ from a discourse or pragmatic point of view. In my study here, my aim 
is not to address any specific linguistic capability or deficit, but simply to advise the reader 
of the some of the potential linguistic features associated with dementia, as background to 
the setting and further evidence of the complexity of the care worker’s endeavour and the 
challenges inherent in such interactions. A summary of some of the linguistic capabilities 
and deficits found in the most common forms of dementia can be found in Appendix 02. 
                                                             
7
 Anomia concerns the difficulty in ‘generating the names of items’ or word finding problems. Unlike Aphasia 
which refers to an ‘underlying impairment in comprehension or expression, or both’ and can also include 
difficulties in the physical production of speech (Agronin, 2014:24-25). 
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2.1.3 Talking about care 
The literature on care and caring is ‘so voluminous that it is virtually impossible to 
contain [it] within a coherent scheme of understanding’ (Gubrium, 1995:267) but at the 
same time it is also widely accepted that ‘care is a central but devalued part of human life’ 
(Tronto, 1993:157). Phillips (2007:18) maintains that ‘there is no ‘truth’ about care’ and that 
it can be a ‘nebulous and ambiguous concept’ (2007:1) in that there are no definitive 
universal descriptors of care.  
In this section, I introduce how ‘care’ and ‘caring’ are defined from multiple 
disciplinary perspectives (Gubrium, 1995; Phillips, 2007:2; Phillips and Smith, 2011; Barnes, 
2012). Barnes (2012:175) notes that the ‘different disciplinary perspectives’ and ‘different 
positioning’ mean that definitions of care and caring vary. However, drawing on conceptual 
considerations of care (Gilligan, 1982; Tronto, 1993; Ruiz, 2005; Beauchamp and Childress, 
2009), it is widely agreed that ‘caring [is a] practice’ (Engster, 2005:69) with a significant 
focus on ‘process and relationship’ (Engster, 2005:70). Such practice considers the ‘broader 
perspective that views care within the wider environment in which it takes place’ (Phillips 
(2007:3) that is the where, when, what, how and who of care that counts. Its ‘complexity’, 
wide ranging applicability (Tronto, 1993:104) and universality (Barnes, 2012) perhaps in part 
justifies the difficulty of definition. Care is widely accepted as a social construction (Phillips, 
2007:4) and thus is dynamic and changing. With this background and from my ‘appreciative 
inquiry’ standpoint I seek to summarise several scholars’ definitions of care and to 
deconstruct what is meant by ‘complexity’ in relation to care and caring more broadly and 
with reference to dementia care settings and paid care workers. 
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Engster (2005:55) says that caring is ‘everything we do directly to help individuals to 
meet their basic needs, develop or sustain their basic capabilities, and alleviate or avoid pain 
or suffering, in an attentive, responsive and respectful manner’. I  summarise some themes 
(see Figure 2.2) emerging from the literature that help to narrow down a definition of care: 
(1) care is universal8 (Ruiz, 2005; Barnes, 2012); (2) care is about tasks and activities (Phillips, 
2007:15); (3) care is a practice as well as a process (Phillips, 2007:15; Browne, 2010:586); (4) 
care is a disposition (Tronto, 1993:104) or a way of being, an attitude; (5) care is rooted in 
dynamic relationships (Phillips, 2007:16). Relationships which are socially constructed, 
complex and found in multiple forms (Phillips, 2007:170) and ‘dialectical in character’ 
(Browne, 2010:575), thus care is a ‘dynamic process’ Weicht (2011:207 citing Fink, 2004:15). 
In essence, care promotes the common good, and is concerned with the well-being of the 
‘other’, i.e. ‘[it] makes the development and basic wellbeing of another its direct end’ 
(Engster, 2005:51). Kitwood9 (1997b:3) notes that care is rooted in ‘the field of ethics’ [and] 
[strongly attached to the] ‘interdependence of human life’, in other words, our personal 
well-being is dependent on the well-being of others, and involves a Buberian ‘meeting’ of 
persons to take place (Kitwood, 1997b:5). Attention to interdependence is a theme I return 
to later in my findings and discussion chapters (Chapters Five, Six and Seven). 
Consistently, in the literature ‘relationships’ in all their forms and configurations 
feature at the heart of how care is ‘done’ or achieved; and at the core of many definitions is 
that care should aim for ‘warm, positive, meaningful relationships’ (Phillips, 2007:17). In this 
study my emphasis is on how care workers ‘do’ care through their language practices and 
                                                             
8 Universal meaning that care is relevant to all actors, settings, and human activities. 
9
 Kitwood (1997b:3): ‘to care for others means to value who they are; to honour what they do; to respect their 
unique qualities and needs; to help protect them from harm and danger; and – above all – to take thoughtful 
and committed action that will help to nourish their personal being’. 
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through the micro-analysis of the talk in these relationships (see Chapters Five, Six and 
Seven). Finally, (6) care reflects particular principles, including interdependence and 










Figure 2.2 Features of care / caring 
Care itself can be viewed from the macro, meso or micro perspective. At the macro- 
level it is defined by social policy and legislation (e.g. The National Service Framework for 
the Care of Older People, 2001; The Children Act, 1989; The Care Act 2014) and society’s 
attitudes to ageing (Coupland et al., 1991) and norms of caring (England, 2005; Engster, 
2005; Phillips, 2007; Weicht, 2010; Barnes, 2012). At the meso-level, care delivery is 
regulated and monitored by the Care Quality Commission’s (www.cqc.org.uk) standards and 
other quality benchmarks, such as the Butterfly Mark and Quality First (see Appendix 03 for 
a list of Quality Marks relevant to dementia care) which inform practice. Thirdly, at the 
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micro-level, care is interpreted, enacted, defined / redefined by each individual care worker 
in a multitude of settings (e.g. residential care homes, childcare nurseries, prisons, hospitals 
and private domestic spaces). 
At a societal level, Streuning (2002:87 cited by Engster, 2005:51) says that care is ‘a 
social practice that is essential to the maintenance and reproduction of society’. Likewise, 
Tronto (1993:103 citing Fisher and Tronto, 1991:40) explains that care is an ‘activity that 
includes everything that we do to maintain, continue, and repair our ‘world’ so that we can 
live in it as well as possible’. Some suggest this definition is ‘too embracing to be useful’ 
(Barnes, 2012:8). Nevertheless, I would suggest that Fisher and Tronto see care as being a 
feature of our whole ‘world’, regardless of the activity, and so increasing the importance of 
care above and beyond the traditional locations of care such as a care home, or nursery. 
And of course, in activities such as care work, it will feature more prominently. In other 
words, care is all around us and without care our ‘world’ would neither be sustainable nor 
function harmoniously. 
Barnes (2012:4-6) argues from a social policy perspective that care ‘[conceptualises] 
personal and social relations’ [and] ‘comprises a set of values’ [at the same time is] a 
practice’ and discusses the implications of care and caring in both public and private settings 
and asserts that care reaches beyond our immediate human situations and embraces the 
environment and the political (2012). Care can be synonymous with welfare and is a 
commonly used term in both health and social care settings (Phillips, 2007:16). 
At a practice level, Phillips (2007:31) says ‘care is about tasks and labour, both 
physical and emotional. It is a practice involving certain ability factors: time, material 
resources, knowledge and skill, social relationships and feelings [and] as an ethic attaching 
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particular value to responsibility, responsiveness and integrity’. Here Phillips refers to the 
actions of caring, whether they are physical tasks, such as making a bed or washing, or 
emotional, such as comforting a distressed person. Alongside these daily actions is an 
obligation to complete these interactions in an appropriate and professional manner, taking 
account of the humanity of the context. 
From a more psychological perspective, Engster (2005:51) suggests that ‘caring 
makes the development and basic well-being of another its direct end’, where social 
interactions between interlocutors are critical. Likewise, Kitwood (1997a:136) states that 
‘care is concerned primarily with the maintenance and enhancement of personhood. 
Providing a safe environment, meeting basic needs and giving physical care are all essential, 
but only part of the care of the whole person’ (my emphasis). With a ‘personhood’10 lens 
meeting the bodily needs of the person needing care is not necessarily the primary concern; 
rather the emotional and spiritual needs (if appropriate) also play a significant role in the act 
of caring. I will refer again to personhood in Section 2.3.1 where I introduce the person-
centred care model and summarise the five needs of persons living with dementia. 
To drill down further into care, I note three further fundamentals of care. Care at 
first glance is mostly about doing; however it is also about being (Lynn Morris, Montgomery 
and Morris, 2011). Care is seen by many as ‘both a practice and a disposition’ (Tronto, 
1993:104). Care involves physical tasks (Engster, 2005) which take care of ‘basic biological 
needs’ (Engster, 2005:51). These include a ‘diversity’ of tasks feeding, dressing, washing, 
basic medical care, and personal hygiene, ensuring a safe, clean and restful environment in 
which to live. Throughout this study, I note frequently how care can be reduced to a set of 
                                                             
10 Personhood being ‘a standing or status that is bestowed upon one human being by others, in the context of 
relationship and social being. It implies recognition, respect and trust’ (Kitwood, 1997a:8). 
Discourses of care 
35 
 
routinized tasks to be completed, but my argument is that this is not necessarily the case 
and that the dispositional aspect or relational dimension is an at least as, if not a more, 
significant aspect of care. 
 Secondly, caring involves ensuring that those being cared for have a ‘good life’ and 
that they develop as individuals to the best of their capabilities (Engster, 2005:52). As I will 
demonstrate in Chapters Five, Six and Seven, both care workers in this study act above and 
beyond the basic physical tasks of care, by for example getting to know each resident as an 
individual. 
Thirdly, caring sets out to safeguard from harm those being cared for, be this danger 
or pain (Engster, 2005:51), whether external or self-inflicted (Engster, 2005:53), for example 
administering pain relief. Inherent in these three aspects of care is that of the ‘other’, 
however, integral to care is also the need or right to care for oneself.  
There is broad agreement amongst scholars that care is ‘diverse and complex’ 
(Forbat, 2005:1; Phillips, 2007; Barnes, 2012; Iedema and Carrol, 2014) due to the multitude 
of settings, range of providers, diversity of needs, and more recently the technological 
innovations. It follows that any definition of what care is should recognise its ‘complexity 
and multidimensionality’ (Phillips, 2007:7; see Forbat, 2005:28). Dannefer et al. (2008:105) 
concur and explain that ‘care cannot be understood without recognising that it is generically 
a relationship with some degree of bi-directionality and mutuality’ (Dannefer’s emphasis) 
and that ‘elders, even frail, impaired and dependent elders, are in a position to give as well 
as receive care’ (2008:106). The concept of ‘emotional labour’ (Phillips, 2007:31; Hochschild, 
2012:ix) which Phillips (2007:131) maintains ‘is at the heart of [care] work’, finally 
encapsulates the depth of the ‘complexity’ of care in that care is inherently relational, so 
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there is a constant negotiation and exchange of emotions and meaning taking place 
between the carer and the person being cared for. 
Despite the universality and centrality of care, Barnes (2012:7) acknowledges 
scholars who have referred to care in terms of burden, marginalised activity, bad practice, 
neglect and abuse, and of little value. In this study I seek to challenge this negative 
perspective of care and agree with Phillips (2007:3) who argues that we have moved on 
‘from a perception of care as a set of tasks, burdensome to the carer’. Thus, I echo 
Kitwood’s (1997b:9) call for a ‘new culture of care’, reflected by wider and ‘genuine’ social 
change and recognising the ‘growth of compassion and responsibility’ in our communities, 
and demonstrated, if not universally, at least in my data sets here. 
Eight principles of care appear frequently in the literature. These principles focus 
attention on how caring is done and achieved. They are attentiveness, responsiveness, 
respect, acceptance, responsibility, competence, reciprocity (mutuality or interdependence) 
and trust. These principles I demonstrate can be enacted through language, and I use them 
to further my discussion of the findings in Chapters Five, Six and Seven. 
I will address each principle in turn and discuss how these characteristics might 
present in language and interactions between care workers and residents. 
Firstly, ‘attentiveness’ (Tronto, 1993), is the ‘recognition of a need and that there is a 
need that [must] be cared about’ (1993:127) and which ‘usually entails some measure of 
empathy and the ability to anticipate needs that another person might have’ (Engster, 
2005:54). O’Brien Hallstein describes this as having ‘sensitivity to others’ (1999:39). It 
requires in the case of dementia care to look beyond the immediate behaviour and to try 
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and unravel what is going on beneath. This may demand expert questioning skills and also 
an in-depth knowledge of the person concerned. Barnes (2012:20) adds that attentiveness 
requires ‘recognition of the social and cultural circumstances’ of the person being cared for. 
Secondly, ‘responsiveness’ (Tronto, 1993:134; O’Brien Hallstein, 1999:39; Engster, 
2005:54) concerns the ‘responsiveness of the care receiver to the care’ (Tronto,1993:134) 
and is understood as a deeper, attentive engagement leading to ‘some form of dialogue 
with others in order to discern the precise nature of their needs, and monitoring their 
responses to […] care […] to make sure they are receiving what they need’(Engster, 
2005:54). This moves beyond understanding the need to initiate an appropriate response, 
here we are beginning to see the emergence of the ‘social’ within the interactions taking 
place. It also emphasises the importance of considering ‘the other’s position as that other 
expresses it’ (Tronto, 1993:136); a refinement of a common understanding of ‘putting 
yourself in the other person’s shoes’, but in addition in their shoe size and not yours. In 
other words, the person living with dementia needs an empathic response and the care 
worker needs to reflect on the impact of their attentions. 
Attention and responsiveness, combined lead thirdly, to ‘respect’ (Engster, 2005) 
which assumes that others are ‘capable of understanding and expressing their [own] needs’ 
(Engster, 2005:55). This demands that the care worker see the ‘person’ in the individual 
they are caring for (also advocated by Kitwood, 1997a), and be mindful of not infantilising 
and dehumanising the person needing care. Infantilisation may manifest itself by speaking 
to the person as if they were a child and unable to make decisions and or participate. 
Dehumanisation may manifest itself by ignoring them, talking over them or about them, 
using threatening language, speaking too quickly and not allowing the person to engage at 
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their level of ability. These aspects are summarised by Kitwood (1997) in his 17 criteria of 
malignant social psychology (see Appendix 04). 
The fourth principle is ‘acceptance’. O’Brien Hallstein (1999:39 citing Wood, 1994) 
describes this attribute as creating spaces where expressions can be free and open and 
residents feel safe. In linguistic terms, this might mean allowing and not judging, when 
negative comments, swearing, impoliteness strategies and extremes of language are used. 
Fifthly, taking ‘responsibility’ (Tronto, 1993:131) for care actions, and being aware of 
what needs to be done and to carry out any actions ‘competently’ (Tronto, 1993:133) are 
essential characteristics in any well-functioning workplace, caring oriented or otherwise. 
The seventh characteristic is variously described as ‘reciprocity’ (Forbat, 2005:12 
citing Wenger, 1987; Weicht, 2010:217; Browne, 2010:580) ‘mutuality’ (Weicht, 2010:217), 
‘relatedness’ (O’Brien Hallstein, 1999:39 citing Gilligan 1982, 1995) or ‘interdependence’ 
(Tronto, 1993:162; Phillips, 2007:4; Weicht, 2010:218). Each term shares the idea of working 
together equally for mutual benefit, although there are nuances of meaning particular to 
each term. 
‘Reciprocity’ (Forbat, 2005:12 citing Wenger, 1987); Weicht (2010:217) refers to 
lifetime and immediate relationships and is realised in dialogic interaction. This might be by 
both care worker or care-recipient sharing confidences and anecdotes from their life-
stories. Browne (2010:580) explains that reciprocity has a ‘tit for tat’ implication; 
nevertheless ‘care gifts’ can be given altruistically not expecting any immediate return too. 
‘Mutuality’ as understood by Weicht (2010:217) includes the notion of giving ’something 
back to society’ or in this case directly to the person in care. ‘Relatedness’ (Gilligan 1982, 
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1995 cited by O’Brien Hallstein, 1999:39) exists when the caregiver understands their own 
connectedness and recognises they are ‘interdependent with others’. The notion of 
interdependence (Phillips, 2007:4) in short, in order for care to exist it requires someone 
else to need the care or be dependent, both sides gain in the partnership. Phillips (2007:26) 
goes on to say that ‘reciprocity and interdependence are often undervalued in debates 
about care’. In my study I aim to respond to this challenge and highlight how reciprocity and 
interdependence combine to form collaborative care. And show how they feature within a 
framework of relational work. What is also evident from the literature is that caring at its 
best is mutually beneficial, and enables human ‘nurturing, flourishing and well-being’ 
(Barnes, 2012:2) for both the cared-for person and the care worker. 
Finally, ‘trust’ (Sevenhuijsen, 2003) meaning the ‘reliance on another’s competence 
and willingness to look after, rather than harm things one cares about which are entrusted 
to the care-giver’ (Sevenhuijsen, 2003:185 citing Baier, 1994:128). Barnes explains (2012:24) 
that trust ‘emphasises the inequality and vulnerability present in many caring relationships 
which requires that the care receiver can trust that the care giver is acting in his or her best 
interests’. Trust encourages a ‘dialogue’ between care workers and those needing care 
(Barnes, 2012:24). It is acknowledged by Jansson and Plejert (2014:29) that ‘communication 
is considered as essential for building a trustful relationship’. 
Caring as described above, Engster (2005:66) asserts ‘will usually be most effectively 
and excellently performed in […] personal relationships’. Barnes (2012:25) agrees by noting 
that the principles of ‘responsiveness, trust and respect […] highlight the relational 
character of care’. Barnes (2012:25) further supports my premise of collaborative care, by 
saying that ‘we develop our capacity to care through the practice of care with others’ and 
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that this is a ‘dialogic process’. This supports my case that care is realised in relationships  
and through language and interaction between those living and working in care home 
settings. Despite many contributions, care remains a rather vague term with uncertain 
boundaries (Phillips, 2007), it has many different facets (as we see from the previous 
descriptions), and is an ‘evolving rather than a static concept’ (Phillips, 2007:3). It must be 
remembered that what is caring in one person’s experience might be patronising or 
uncaring to another. 
2.2 Relational Work 
I now turn to Relational Work as the fourth core aspect of this study. I will address its 
theoretical roots, characteristics, its position within the literature and how it manifests itself 
in the workplace. 
2.2.1 Theoretical Roots and Characteristics 
Earlier I introduced the notion of ‘emotional labour’ (Hochschild, 2012)  (see Section 
1.1), where workers are required to produce certain prescribed (and thus not necessarily 
authentic) emotions as part of their workplace relational interactions. Moving away from a 
pure emotion focus, I now introduce the perhaps close concept of the relational dimension 
of interaction. Perkins et al. (1998:37) explain that in a dementia care setting ‘a large 
amount of interaction deals with wider social functions such as building relationships and 
maintaining relationships’ and furthermore that these relationships at their best are both 
mutual and supportive (Jansson and Plejert, 2014). Accepting these observations I present 
three different relational terms that arise in the literature and expand in more depth on the 
theoretical roots and characteristics of my preference for relational work in this thesis.  
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Coupland and colleagues, in their work on intergenerational communication, 
acknowledge that relational competence (drawing on Wiemann, Gravell and Wiemann, 
1990) is a notion which recognises that ‘often mutually effective, and nonproblematic 
interactions are jointly constructed and negotiated’ (Coupland et al., 1988:13-14; Coupland 
et al., 1991:37). These interactions can include the use of phatic communication, and topic 
constraint. They also note that everyday interaction is often related to changes in peoples’ 
lives (e.g. ‘How was your weekend?’), the care home setting may detract from this feature, 
as the routine dominates, although not exclusively. Of course, the distribution of 
competence may not necessarily be equally shared in a dementia care setting, and the 
experience of living may by the nature of the total institution, be limited. 
Secondly, relational practice, as understood by Fletcher (2001:48) in her work with 
female engineers refers to: (1) ‘Preserving’ or getting on with the job; (2) ‘Mutual 
empowering’ or encouraging your colleagues to achieve their best for the job in hand; (3) 
‘Self-achieving’ or supporting yourself to the best for the job in hand; and (4) ‘Creating 
team’ or building and maintaining the team to do the best for the job in hand. Fletcher 
(2001:47) notes that these are the behaviours she observed and are not an exhaustive list of 
relational practice behaviours. The Preserving behaviour does have some resonances with 
dementia care settings, it considers that ‘protection, nurturing and connecting’ (p.53) and 
‘integration and interdependence’ (p.54) are inherent. Also, workers using preserving 
strategies need to take account of the context and emotional environment during 
interactions (p.55). Secondly, mutual empowering has parallels with dementia care settings, 
in that it acknowledges ‘protective connection’ (p.59) of individuals, and a belief in enabling 
others to do their best, whilst at the same time welcoming ‘reciprocity’ (p.65) in the 
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relationship. Self-achieving in a dementia care setting refers to the actions of the care 
worker and their relationships with other workers. As this is not the focus of this study, I will 
not elaborate further. Lastly, creating team involves ‘foster[ing] collaboration and 
cooperation’ (p.77), whilst paying attention to the individual’s needs and abilities. These are 
all themes raised and have alignment with the Principles of Care (see Section 2.1.3). 
Scholars who have referenced Fletcher’s work in other settings, note that relational 
practice is ‘(1) oriented to the “face needs” of others (Goffman, 1974); (2) a practice which 
serves to advance the primary objectives of the workplace or care tasks; [and yet is] (3) a 
practice which in many workplaces is regarded as dispensable, irrelevant, or peripheral’ 
(Holmes and Marra, 2004:378). The first point raised here is relevant to the care workers 
and residents who seek to build positive relationships over time and to get along with each 
other, whilst preserving “face” concerns (see Grainger, 1993; Backhaus, 2009; Jansson and 
Plejert, 2014 amongst others). I will discuss in greater depth the concept of face and 
facework (Goffman, 1967) when I introduce relational work itself. The second point refers to 
the task-oriented nature of much care work (Grainger, 1993). I suggest that inherent in any 
care work interaction will be the requirement to fulfil institutional needs, for example 
getting ready for bed, eating lunch, so relational interactions need to accommodate and 
embrace these demands, as they cannot be ignored. The third observation aligns with my 
point that care, as a relational activity, is marginalised. Fletcher (2001) explains this 
marginalisation of relational practice as being rooted in gender, in that relational practices 
are considered the preserve of women and thus as women (in particular in Fletcher’s 
engineering setting) were considered marginal, so their perceived gendered behaviours 
were also ‘overlooked’ (Holmes and Marra, 2004:379) or dismissed. The fact that these 
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interactions are considered as ‘backstage’ rather than ‘frontstage’ from a Goffmanian 
perspective results in the undermining of and devaluation of these interactions, and in 
dementia care home terms may result in the prioritising of tasks over relational activities. 
Meanwhile, relational work (the term I adopt in this thesis) in Locher and Watts’ 
understanding (2005:10) is the ‘“work” individuals invest in negotiating relationships with 
others’. This means in practice that interlocutors depend upon each other to achieve things 
in life. This does not mean that all interactions will be positive or friendly. It also implies that 
relational interactions constitute work, and are not trivial interactions to pass the time. 
Lastly, that relational work is dynamic as it is achieved through negotiation. Locher and 
Watts acknowledge that relational work covers a broad spectrum of behaviour from ‘direct, 
impolite, rude or aggressive interaction through to polite interaction’ (Locher, 2004:51; 
Locher and Watts, 2005:11) and importantly is ‘discursively negotiated’ (2005:12).  
Relational work draws on the notions of face and face work (Goffman, 1967; 2011), 
the theory of politeness (Brown and Levinson, 1987 cited by Locher and Watts, 2005; 2008) 
and impoliteness (Locher and Watts, 2005, 2008, 2011). Figure 2.3 displays these three 
contributing elements and highlights the interlocutors mediating factors, which combine to 
form relational work.  
 




Figure 2.3 Relational Work  
Relational Work 
‘all aspects of the work invested by individuals in the construction, maintenance, reproduction and transformation of 
interpersonal relationships […] in social practice’ (Locher and Watts, 2008:96). 
Mediated by interlocutors’ expectations, norms, intentions, perceptions, interactional history, context, and goals 
Face work (Goffman, 1967; 2011; 2014) 
‘the traffic rules of social interaction’ (Goffman, 
2011:277) 
 Self-respect and considerateness 
 Positive concern for others 
 Multiple faces / masks 
 FTAs (intentional, accidental, and 
incidental) 
Politeness (Brown and Levinson, 1987*) 
 Mitigation of FTAs /face-saving 
 Negative and positive face 
 Assumes rational agents 
 Negotiation of power 
 Social  distance 
 Nature of imposition 
* cited by Locher and Watts, 2005; 2008 
Im/politeness (Locher and Watts, 2005; 2008) 
 Relevant and appropriate to interlocutor 
norms 
 Overt FTAs 
 No resource inherently im/ polite 
 Rational and irrational agents 
 Discursive activity 
 Multifunctional utterances 
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I will first discuss these three theoretical roots of relational work and then describe 
the characteristics. Firstly the notion and importance of face11 and face work (Goffman, 
1967; 2011), the saving, losing and maintenance of face, in the context of dementia care 
and care for the elderly is noted by many scholars (Grainger, 1993; Sachweh, 1998; Makoni 
and Grainger, 2002; Backhaus, 2009; Jansson and Plejert, 2014: Marsden and Holmes, 
2014). In terms of relational work face is considered of the ‘utmost importance’ (Locher, 
2004:45). Goffman (2001:277) describes face work as the ‘traffic rules of social interaction’; 
meaning as long as everyone knows and abides by the rules, we can assume all interactions 
will be smooth and effective. Goffman also claims that paying positive attention to each 
other, that is showing concern and being considerate, are part of such face aware 
interactions. Of course, as ever, there are some givens, namely that the interlocutors are 
rational agents or ‘self-regulating’ (Goffman, 1967:13) who are aware of the rules and the 
impact of the frequency of such interactions, and there is a history of interaction where 
mutual ‘face’ norms have evolved and been accepted by both parties. 
The frame of an interaction or framing also forms part of Goffman’s seminal findings 
on social interaction. Locher (2004:47) explains that a frame through which interlocutors 
enter an interaction is influenced by their shared expectations of social activity combined 
with ‘specific knowledge’, and their prior experiences of the interaction at hand. Frames can 
overlap and, depending on the wider social context (e.g. lunch with one’s life partner or 
lunch with the boss, Locher, 2004:48), the interactional norms and expectations will vary. 
Jansson and Plejert (2014:30) apply this notion of frame in the context of a shower activity 
in a dementia care setting. They note that, when the frame is switched from being an 
                                                             
11
 Face is ‘the positive social value a person effectively claims for himself by the line [or view] others assume he 
has taken during a particular contact’ (Goffman, 1967:7). 
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‘obligation’ to take the shower to being ‘aligned to the resident’s needs’, the task is 
achieved more successfully for all participants concerned. If the interaction is framed as 
‘cozy, homelike’ (2014:49) and the resident as an equal partner, ‘competent’ (p.55) and ‘an 
active participant’ (p.56) then the task is achieved more smoothly for all participants.  
 Strategies for managing face concerns are summarised by Locher (2013:148) as ‘the 
concepts of face-enhancing, face-maintaining and face-aggravating behaviour’; face-
enhancing, I understand as strategies which enable a more positive face for your 
interlocutor; face-maintaining, I understand as strategies which manage or mitigate any 
potential threat to one or other interlocutor; and thirdly, face-aggravating where threats to 
the standing of one or other interlocutors are made. Locher (2013:146) explains that such 
strategy choices influence the identity each interlocutor consciously or unconsciously seeks 
to project, within the dynamism and situatedness of the interaction. The wearing of multiple 
masks or identities during a single interaction is also a given in face and face-work, thus 
requiring a nimbleness and dexterity of language use by participants, in order to follow a 
potentially complex set of ‘traffic rules’. 
Central to Goffman’s notion of face is that of face-threatening acts (FTAs). An FTA 
occurs when either the positive face (the need to be liked) or the negative face (the need 
not to impose or be imposed upon) by either interlocutor is put at risk or threatened. FTAs 
are noted in many studies in elder and dementia care settings (e.g. Grainger, 1993; Makoni 
and Grainger, 2002; Backhaus, 2009; Jansson and Plejert, 2014). It is widely agreed that 
mitigating FTAs is a ‘highly salient’ (Guendouzi and Müller, 2006:80) concern for care 
workers in dementia settings. FTAs may be intentional, incidental, or accidental in an 
interaction (Goffman, 1967:7; 2011:277), and depending on the motivation they will be 
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more or less of a threat. In care terms, the completion of personal care tasks, are inherently 
very intimate in nature. Backhaus (2009:58) notes that the face-threat during personal care 
is of an ‘exceptionally severe nature’, and Jansson and Plejert (2014:28) suggest they can be 
‘physically and mentally intrusive’. For example, toileting and personal hygiene tasks are 
usually activities that adults do in private. Some argue that to perform these acts in front of 
care workers constitutes a serious face-threat. So the severity of the FTAs plays an 
important part in how it is mitigated. Also the social distance between interlocutors, 
whether it is close or formal, also impacts on the degree of threat and how it may be 
received. Relationships that are close and well-grounded may be able to withstand greater 
potential threats without the need for redress. Thirdly the severity of the FTA may depend 
on whether there is any power dynamic evident such as between a boss and a worker. FTAs 
can be enacted by both care workers and residents, and may be more or less well-received 
and managed depending on the above three points. From the care workers’ point of view, 
equally, invading the personal space of an older adult may also threaten their own face 
needs, as may a negative reaction from a resident, such as when a resident shouts or 
expresses aggression perhaps by using a swear word as this may impact on their 
professional face (see Chapter Seven Findings (3) for examples of this).  
As we have seen, Locher notes that there are face-maintaining, face-enhancing and 
face-aggravating strategies (Locher, 2013:148). These strategies can be seen in the care 
settings in the present study: face-aggravating interactions where face is threatened (e.g. 
when a resident resists care, thus threatening the professional face of the care worker; face-
enhancing where threats are mitigated (e.g. when a potentially awkward request, such as, 
‘take off your clothes’ is softened with a ‘for me’ or prefaced by a ‘just’; and face-
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maintaining where the recipient feels liked and respected e.g. when a compliment is 
offered. Strategies to mitigate FTAs (positive face strategies) can also be viewed as 
‘expressions of solidarity, cooperation and commonality’ (Jansson and Plejert, 2014:33). For 
example, during personal care tasks where minimisation and solidarity markers, such as ‘it 
will all be over in a jiffy’ and ‘gosh how are we going to manage this’ may be used. These 
strategies acknowledge the shared threat of the task, indicate the need to complete the 
task, whilst at the same time, demonstrate collaboration and prioritise face goals. Next I 
summarise some of these mitigating strategies used by care workers in dementia and elder 
care settings from the literature: humour/ joking (Makoni and Grainger, 2002; Backhaus, 
2009); laughter (Lindholm, 2008; Backhaus, 2009); praise (Backhaus, 2009:59); endearments 
(Sachweh, 1998; Jansson and Plejert, 2014); minimisation (Jansson and Plejert, 2014), and 
prosody / ‘soothing tones’ (Grainger, 1993). The debate on the mitigation of FTAs is broadly 
the concern of Politeness Theory, the second contributing theory to relational work. Next I 
discuss how Politeness Theory contributes to relational work. 
The theory of politeness (Brown and Levinson, 1987 cited by Locher and Watts, 2005 
and 2008) combines the concepts of positive and negative politeness12. Locher and Watts 
(2005:9) claim that politeness theory in practice concerns the mitigation of FTAs. Care 
workers need to be mindful of politeness strategies and face-saving interventions, when 
personal care tasks in particular are executed, such as washing ‘down there’, cleaning up 
after toileting accidents, dressing and undressing. Yet, Grainger (1993:218) claims that ‘no 
face redress [is] necessary where interlocutors are intimate, where the request is urgent or 
where it is for the addressee’s own good’. It can be argued (and I will give examples in 
                                                             
12 Positive face is a desire to be liked and a negative face is the desire not to impose or be imposed upon 
(Guendouzi and Müller, 2006:79 citing Brown and Levinson, 1987). 
Discourses of care 
49 
 
Chapters Five, Six and Seven) that the relationship between care workers and residents is 
intimate, at times care tasks may be urgent, if safety concerns are dominant and that all 
care tasks and interactions, if we accept the concept of ‘personhood’ (Kitwood, 1997), 
should be in the addressee’s best interests. If these arguments are accepted and of course, 
put into practice then the concept of, concern for, and impact of, face and mitigating FTAs is 
reduced considerably. Whilst acknowledging the important contribution of Politeness 
Theory, there are several drawbacks, when we consider relational work. Locher (2004:86) 
explains that ‘no linguistic form or strategy can be inherently more or less polite’. It depends 
on the context, the content of the utterance and the assessment or mediation of the 
message by the interlocutors and the ‘evoked norms’ (Locher, 2004:91). It is also important 
to remember that interactions are dynamic (with pasts, presents and futures) and thus not 
static (see Figure 2.3). Grainger (1993:225) adds that Brown and Levinson (1987) expect 
interactions to take place in an ‘ideal social situation’ and that interlocutors should be 
‘rational agents’ (Locher, 2004:66 citing Brown and Levinson, 1987). Geriatric wards and 
residents living with dementia may not be able to achieve these claims, thus decreasing the 
relevance of politeness as conceived by Brown and Levinson. Grainger (1993:252) would 
argue that politeness strategies in the most part are there to sustain the professional face of 
the nurse, rather than being primarily examples of nurturing and caring discourses. Lastly, 
Brown and Levinson do not include the notions of “mock politeness” (Schnurr, Marra and 
Holmes, 2008:223 citing Culpeper, 1996; Leech, 2014), nor impoliteness. 
The third theoretical component to relational work is thus the notion of 
impoliteness. An utterance that is superficially impolite, for example a swear word, 
nevertheless depends on the ‘frames of expectation’ (Locher and Watts, 2008:77) of the 
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interlocutors to judge whether it is impolite or not. Impoliteness is implied when the 
speaker intends hurt or pain, or when the receiver perceives and / or constructs the 
utterance as hurtful or painful, or both (Leech 2014:218 citing Culpeper, 2005:38). Schnurr, 
Marra and Holmes (2008) give examples of ostensibly ‘impolite’ behaviours in workplace 
talk in New Zealand. On examination they find that terms that had literal derogatory 
meanings were understood as ‘solidarity markers’ (p.226) and appropriate to the context 
and nature of these particular workplace relationships. So it is both the ‘content’ and 
‘intent’ of an utterance which need to be considered together to assess the degree of 
politeness or impoliteness (Schnurr, Marra and Holmes, 2008:219). I will return to the topic 
of impoliteness, when I describe relational work in Table 2.1. I also discuss similar examples 
from my data set (in particular in Chapter Seven) where several FTAs are produced, yet no 
breakdown in discourse takes place, as the utterance is interpreted positively by the hearer. 
Impoliteness strategies inevitably overlap with face concerns which are a daily and 
important consideration but ‘the final decision […] lies in [a hearer’s] interpretation, who 
judges the relational aspect of an utterance with respect to the [hearer’s] own norms’ 
(Locher, 2004:90). This mediation of the message is at the centre of relational work, which I 
turn to next.  
Relational work, as already discussed is informed by three theoretical roots of face, 
politeness and impoliteness (see Figure 2.3). These combine, intertwine (Locher, 2013:147) 
and are mediated by interlocutors and are realised in four modes of relational work (see 
Table 2.1). I will now describe the characteristics of relational work, as understood by 
Locher and Watts. Relational work is concerned with interaction, and thus includes the 
perspectives of the hearer and the speaker, the context and the ‘involvement’ (Locher, 
Discourses of care 
51 
 
2004:51) of the interlocutors. It covers the ‘entire spectrum of social practice’ (Locher and 
Watts, 2008:78) from impolite, polite to overpolite, and considers FTAs as not necessarily 
negative. Relational work is about the individual choices interlocutors make depending on 
the position they seek to present and the nature of the relationship and its history. 
Grainger’s (1993) nurturing and personal discourses align closely to relational work themes, 
in that they are concerned with building relationships, even if these attempts are not 
sincere, or authentic, merely an ‘appearance of rapport’ (Grainger, 1993:191) and is ‘non-
reciprocal and appears to be superficial and contrived’ (Grainger, 1993:152). 
Table 2.1 Relational Work (Locher and Watts, 2005:12)  
Relational Work 
 
Negatively marked Unmarked Positively marked Negatively marked 
Impolite Non-polite Polite Over-polite 
Non-politic / 
inappropriate 
Politic / appropriate Politic / appropriate Non-politic / 
inappropriate 
Other scholars have a more positive outlook on building relational interactions, 
invoking ‘solidarity’ (Marsden and Holmes, 2014), which supports collaborative activity 
(Jansson and Plejert, 2014) in which interactional risks can be taken (Lindholm, 2008:112), 
enabling participation of elderly residents. Table 2.1 displays Locher and Watts’ (2005) 
understanding of the continuum of relational work, ranging from impolite to over-polite 
behaviour. To interpret Locher and Watts’s deconstruction of relational work, I will address 
each column of Table 2.1 in turn and offer an example of how this could be demonstrated in 
a dementia care home setting. 
Column one identifies language that is negatively marked, impolite and non-politic / 
inappropriate, in other words where a face-threat is overt and intentional. This is a rare 
occurrence where person-centred care is operating, although resonates with what Kitwood 
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(1997) called ‘malignant social psychology’ (see Section 2.3.1). Likewise column four which 
highlights  negatively marked, over-polite, non-politic/inappropriate interventions, this 
could be examples of excessive sarcasm with a hurtful tone, ‘oh I am so sorry did that hurt’, 
again having the same effect in a care setting, that of a face threat.  
In Column two language which is unmarked, non-polite yet is politic and appropriate 
so although unnoticed (see Fletcher, 2001) it might take the form of phatic, or perhaps 
formulaic statements, which have a taken for granted quality e.g. How’s your day? Lovely 
weather for the time of year, and yet are suitable, and expected for the setting and daily 
dynamic between care workers and residents in my case here. Leech (2014:217 citing Watts, 
1989) calls this ‘routine [or perhaps expected] politeness that does not strike one as out of 
the ordinary’, yet nevertheless cumulatively can have a positive impact. 
Lastly in Column three language which is positively marked, polite and politic / 
appropriate demonstrates attempts to please the positive face of both interlocutors, for 
example paying someone a compliment. The speaker marks politeness by offering a positive 
observation, ‘what a beautiful colour your dress is’ and the hearer feels noticed. Of course 
the compliment needs to be proportionate in order to be accepted as politic / appropriate.  
To expand on impoliteness or rather mock impoliteness (Leech, 2014) (see also 
above) explains that utterances may be overtly impolite, but may be received positively 
once the context of the setting or the relationship is considered (see also Schnurr, Marra 
and Holmes, 2008 for examples in workplace settings). This aspect is not covered by Locher 
and Watts’ relational work continuum (2005) and as I demonstrate in Chapter Seven, 
swearing (normally marked as impolite) is a regular feature in one of the care worker / 
resident dyads, yet it contributes (at least in the examples I have in this data set) 
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appropriately to a positive relationship. Leech (2014:216) identifies four forms which signify 
the “opposite” of politeness: ‘nonpoliteness’, ‘impoliteness’, ‘irony and sarcasm’ and 
‘banter’. It is the latter that I focus on here. Banter is ‘the contrast between the overt 
meaning, which is impolite, and the implicated meaning, which is its opposite’. He notes 
that is usually used amongst people who are of ‘equal power status’ (2014:239). Care work 
has been framed as a setting where power and asymmetrical relationships preside over 
relational and solidarity factors (Grainger, 1993). However, Leech (2014:241 citing Culpeper, 
2011a:211) suggests that banter can be a “safety valve” especially in settings where there is 
‘emotional pressure’ (2014:241), and even in hierarchical settings, such as hospitals. This 
neatly aligns with what I have already described as care work and dementia care settings 
(see Sections 2.1.2 and 2.1.3). Also Leech’s notion of camaraderie (2014:239) for example 
where ‘familiar / casual forms of language’ represent the closeness of relationships and 
contribute to banter-type interactions. Where cases of banter may be risky, they can be 
mitigated by the use of appropriate prosody and paralinguistic features, laughing tone and 
smiling face. It is the implicature of the utterance, rather than its raw form combined with 
the social context that creates meaning and a positive evaluation of an utterance possible 
which then contributes to relational work. 
To summarise, relational work moves beyond previous notions of politeness as 
simply actions to mitigate face threatening acts (2005:28), and blends appropriateness of an 
utterance, and the adaptability and assessment of the interlocutors to each other’s 
expectations. Locher and Watts (2008:96) argue that relational work accepts both the 
‘social’ and ‘cognitive’ aspects of interaction, this leads them to conclude that relational 
work is ‘intersubjective’ (Locher and Watts, 2008:96), and dynamic in its enactment, so 
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interlocutors are constantly evaluating each other’s utterances within the social practice 
that they are engaged with, and within the current and historical context of their 
relationship. Relational work is mediated discursively by the interlocutors in specific social 
situations and relies on their judgements on what is appropriate (acceptable), politic and 
polite / impolite. At the same time, relational work accepts that ‘no linguistic behaviour is 
inherently polite or impolite’ (Locher and Watts, 2008:78).  
In this study then I follow Locher and Watts’s term relational work, as I believe that it 
indexes bluntly that relational interactions in the workplace are ‘work’. Of course, care work 
combines transactional and relational practices; residents do need to complete the tasks of 
daily living to remain healthy and safe. However, by accepting the definition of relational 
work (Locher and Watts, 2005), I assert that the best interests of both care workers and 
residents can be promoted. As I previously asserted ‘in institutional encounters, talk is work’ 
(Roberts and Sarangi, 2005:632), nevertheless time devoted to social interaction although 
beneficial to both interlocutors, may still be considered a luxury (Orla / DBI / line 312). 
To conclude relational work comprises ‘all aspects of the work invested by 
individuals in the construction, maintenance, reproduction and transformation of 
interpersonal relationships […] in social practice’ (Locher and Watts, 2008:96). I would argue 
that relational work can be viewed as strategies which build relationships of mutual support 
and trust (Jansson and Plejert, 2014:27) where FTAs can be acceptable, within the notion of 
mock politeness and are even evidence of strength, shared norms and intentions, in which 
interactional risks can be taken. 
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2.2.2 Relational Work: In the workplace 
The workplace is a broad area of research in applied linguistics (Holmes, 2009), 
ranging from discourse in academic settings (Angouri, 2012), healthcare encounters 
(Roberts and Sarangi, 2005) to the day to day interactions of factory workers (Schnurr, 
Marra and Holmes (2008). A number of different discourses have been identified (Sarangi 
and Roberts, 1999) in the workplace, namely ‘decision-making and problem solving’ (p.34), 
‘negotiation’ (p.12), ‘identity construction’ (p.39) and ‘managing social relations’ (p.37), 
which are conducted in frontstage settings. The relational dimension in workplace discourse 
enhances solidarity between colleagues (Holmes, 2009:9; Marsden and Holmes, 2014). 
Shining a light on the relational and solidarity side of workplace interaction, such as 
‘collegiality’ [leading to] ‘reduced status and power difference’ (Holmes, 2009:19) deflects 
from the frequent attention in the literature to enactments of power and FTA mitigating 
interactions. The relational work linguistic practices will be influenced by the local 
community of practice, which is the norms and expectations of interaction between 
workers, and in my case here, between care workers and residents. Schnurr, Marra and 
Holmes (2008:219) distinguish between the ‘content’ and ‘intent’ of utterances, so 
something that is on the surface impolite may well be received and sent as a positive 
utterance, once the context is considered. Examples of relational work in linguistic terms 
include, small talk, humour, joking, teasing, colloquial terms, endearments, swearing, 
sarcasm and prosodic features (Schnurr, Marra and Holmes, 2008; Holmes, 2009). 
2.3 Dementia and Social Interaction 
I now give an overview of the theoretical models which underpin dementia care and 
the review three dementia care frameworks which guide care practice, namely person-
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centred care (Kitwood, 1993, 1997a; McCormack, 2003, 2004), relationship-centred care 
(Tresolini et al., 1994; Adams and Gardiner, 2005), and a combination of approaches 
(O’Brien Hallstein, 1999; Browne, 2010; Pettersen and Hem, 2011) which I have collectively 
called, progressive care. I pay particular attention to any aspects of these frameworks that 
are realised through language and interaction. 
2.3.1 Person-centred care 
Tom Kitwood (1993, 1997a) pioneered the person-centred turn in dementia care 
which built on a purely ‘bio-medical’ approach (Innes and Manthorp, 2012:684 citing Lyman, 
1989), seen by many as ‘over-reductionist’ (Innes and Manthorp, 2012:685). Kitwood’s 
model follows a more psychosocial approach and pioneered an attention to ‘personhood’, 
as being ‘a position or social relationship that is bestowed on one human being by ‘others’, 
which ‘implies recognition, respect and trust’, in the context of ‘relationship and social 
being’ (Kitwood, 1997a:8). Central to Kitwood’s perspective is the ‘respect for persons, 
moral solidarity and I-Thou relating’ 13 (1997a:19). Dewing expands on Kitwood by saying 
the ‘Thou’ means ‘all others’ (Dewing, 2008b:10). Fundamental to Kitwood’s approach is 
that the basic needs of human beings of ‘(a)comfort; (b)attachment; (c) inclusion; (d) 
occupation; (e) identity’, which can be realised by ‘love’ (Kitwood, 1997a:81-84) are met by 
person-centred care. 
Dewing (2008b:3) defines personhood as ‘the attributes possessed by human beings 
that make them a person’: such as feelings, sensations, emotive responses, and the ability 
to live in relationships; that is, the experience of interdependence and interconnectedness. 
                                                             
13
 I-Thou relating: Kitwood (1997b:4) cites Martin Buber (1937), this form of relating implies ‘a risking of 
ourselves, a moving out and a moving towards and 1997a:10 ‘implies […]; self-disclosure, spontaneity – a 
journey into unchartered territory [...] leading to fulfilment and joy’. 
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The support, maintenance and development of personhood are thus the focus of person- 
centred care.  
Kitwood sees person-centredness as ‘relatedness’ (Kitwood, 1997b:11) or ‘a living 
relationship with at least one other person’, where individuals find some purpose or 
significance according to their need for ‘sociability’ (Kitwood, 1997b:12). Secondly, 
‘uniqueness’ (Kitwood, 1997b:10) in which the ‘individuality’ (p.10) of a person is 
championed, and the concerns about the dementia recede. Thirdly, ‘subjectivity’ (p.10), or 
how as individuals we each experience and respond to the world around us. 
The ‘dialectics of dementia’ (Kitwood, 1997a:49) refers to a person moving ‘through 
a succession of states, each of which involves both brain function […] and brain structure in 
both its development and pathological aspects’ (1997a:50). This implies degeneration. 
However, Kitwood maintains that a ‘social psychology of a more positive and enabling kind, 
[may offset] the effects of neuropathology and even [promote] some degree of structural 
regeneration in the neurones that remain’ (1997a:53). This is what Kitwood terms ‘positive 
person work’ (1997a:89-94). ‘Positive person work [..] is essentially [..] interaction according 
to each individual’s needs, personality and abilities [and] requires a high level of ‘free 
attention’ on the part of carers’ (1997a:94). Kitwood names 12 elements, namely 
‘recognition, negotiation, collaboration, play, timalation, celebration, relaxation, validation, 
holding, facilitation, creation, and giving’ (1997a:90-92) (see Appendix 05 for a more 
detailed explanation of each element). Of these elements, five can be primarily realised 
through linguistic means, see Figure 2.4 Five ‘language-based’ indicators of Person-centred 
Care. 
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Figure 2.4 Five ‘language-based’ Indicators of Person-centred Care (Kitwood, 1997a:90-91) 
Recognition means how we are greeted, named and our experiences affirmed. 
Although as Kitwood points out this may also occur through non-verbal means, e.g. eye 
contact (1997a:90). Negotiation involves consulting ‘about […] preferences, desires, needs’ 
(1997a:90). Facilitation initially involves enabling ‘interaction to get started, to amplify it and 
to help the person gradually fill it out with meaning’ (1997a:91). Fourthly, validation 
requires the carer to observe and recognise the emotional state of the person through 
language. Dewing (2008b:8 citing McCormack, 2001) summarises by maintaining that ‘the 
essence of person-centred [care] lies in the nature of relationships’. Finally, play 
encompasses ‘spontaneity and self-expression’, which I interpret as including humorous 
exchanges, laughter and fun. 
Kitwood also notes that not all interventions by care workers are positive and he 
introduces the term ‘malignant social psychology’ (Kitwood, 1997a:45), in which he 
identifies seventeen different elements14. Malignant social psychology (Kitwood, 1997a:45-
49, see Appendix 04 for a full explanation of each element) or ‘malignant positioning’ 
(Dewing 2008:7 citing Sabat, 2001) where the person with a dementia diagnosis is seen ‘as 
being inferior and having less ability and status […] in relationship with ‘others’. Kitwood’s 
                                                             
14
 Treachery, disempowerment, infantilization, intimidation, labelling, stigmatization, outpacing, invalidation, 
banishment, objectification, ignoring, imposition, withholding, accusation, disruption, mockery, and 
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approach aims to minimise the effects of malignant social psychology (1997a:45-49). In 
response Kitwood maintains that improvements or rementing can take place where 
personhood is upheld. Kitwood introduces the concept of rementing (1997a:4, 36, 62, 63, 
80, 101) as a ‘dialectical process mediated by a number of factors such as interpersonal 
relationships, positioning by ‘others’ and by the quality or culture of care’ (Dewing, 
2008b:7). This implies that positive interactions may actually reduce decline in persons living 
with dementia. McCormack (2003; 2004) extends Kitwood’s seminal contribution by 
introducing four concepts of being, namely relation, social world, place and self (see Table 
2.2). McCormack’s development of Kitwood’s ideas includes the workplace context and 
culture which he suggests may influence care practices. 
In summary, it seems it is a matter of interpretation whether Kitwood’s person- 
centred care embraces ‘interdependency’ and / or ‘reciprocity’. However, critical to 
delivering person-centred care is that the workplace environment should take account of 
the needs of care workers as well as those with a dementia diagnosis (Kitwood, 1997a:103). 
Table 2.2 Relationship between Kitwood’s definition and derived concepts of person- 
centredness (McCormack, 2004:33) 
Concept Link with Kitwood’s definition 
Being in relation Persons exists in relationships with other persons 
Being in social world Persons are social beings 
Being in place Persons have a context through which their personhood is 
articulated 
Being with self Being recognized, respected and trusted as a person impacts on 
a person’s sense of self 
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2.3.2 Relationship-centred care  
The centrality and importance of the relationship between the care worker and the 
person they care for is well-supported in the literature (Davies and Nolan, 2008; Ryan et al., 
2008; Ward et al., 2008). Tresolini et al. (1994:24), who introduced the term, relationship-
centred care, assert that ‘truly comprehensive and contemporary care’ is possible when 
relationships are considered central to healthcare, therapeutic or other healing activities. 
Phillips (2007:132) explains that ‘the caring relationship can be of greater value to the 
individual than the meeting of identified need’. Ryan et al. (2008) also support this trend 
towards relationship-centred care and argue that incorporating the senses is essential. This 
confirms firm support in the literature for a focus on relational aspects of care, and thus 
worthy of further investigation by researchers. 
Three dimensions of Relationship-centred care are described by Tresolini et al. 
(1994:26) as (1) Carer-Resident, (2) Carer-Community and (3) Carer-Carer. In the Carer-
Resident or patient dyad they note that the carer should ‘allow and demand attention to 
each person in all of his or her complexity’ (1994:24). The carer-community dyad refers to a 
resident / patient’s family and friends’ environment and thirdly the carer-carer dyad 
concerns interactions between professionals. Tresolini et al. (1994) describe each dimension 
in terms of the knowledge, skills and values required to achieve that dimension and 
highlight four areas for attention, namely ‘self-awareness, patient experience of health and 
illness, developing and maintaining caring relationships, and effective communication’ 
(1994:30). Tresolini et al (1994) do not mention however, caring practices initiated by 
residents towards care workers. This I believe is a gap in the evidence and in my findings; I 
will demonstrate examples where care is reciprocated by residents (see Chapters Five, Six, 
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and Seven). As my purpose here is the interaction between care workers and residents, I will 
look at the dimension concerning ‘effective communication’ in more detail. 
The reference to ‘effective communication’ is the area most relevant to my case in 
this study. Tresolini et al (1994:30) suggest that the knowledge required by carers includes 
‘elements of effective communication’; the skills required by carers are to ‘listen, impart 
information, learn, facilitate the learning of others, and promote and accept patient’s 
emotions’. Tronto’s third point is that the values that carers need to espouse need to 
demonstrate the ‘importance of being open and non-judgemental’. Tresolini et al. (1994) 
argue that Relationship-centred care is an ‘integrated’ approach (1994:37) to care and is 
‘essentially [a] human activity undertaken and given meaning by people in relationships 
with one another and their communities, both public and professional’. Making 
communication meaningful is the critical point, and care workers and residents can achieve 
this by gaining knowledge about each other, their lives, interests, families, likes and dislikes. 
Without such personal information, interaction becomes a set of untethered demands, 
commands and disconnected statements; disengaging both care worker and resident. 
Nolan et al (2002:203 citing Kahana and Young, 1990) extend this theme and 
propose that care needs to move ‘towards relational and dynamic approaches which 
[reflect] the [potential] negative and positive outcomes of care for both caregiver and care-
receiver’ and they (Kahana and Young, 1990) refer to the ‘care giving triad’, that is inclusive 
of informal, formal carers and the care receiver. These ‘meaningful triadic relationships’ are 
based on mutual appreciation of each other’s knowledge, recognition of its equal worth, 
and its sharing in a symbiotic way to enhance and facilitate joint understanding (Nolan et al., 
2002:204 citing Clarke, 1999), which Clarke (1999) describes as an ‘exchange model of 
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working’ or a collaborative approach to care. In an Exchange model scenario ‘all those taking 
part are viewed as having equally valid perceptions of the situation’ (Nolan et al., 2002:204 
citing Smale et al., 1993). This has particular significance in the care home setting, as 
relationships are generally long-term, and develop and change over time. Acknowledging 
this dynamism leads to more successful relationships. 
Caring relationships which highlight ‘mutual regard and respect’ (Nolan et al., 
2002:205 citing Zgola, 1999; Pickard et al., 2000) ‘can become an enriching experience’ 
(Zgola, 1999:1). More emphasis on the ‘intersubjectivity of dementia so as to reflect the 
relational aspects of care’ (Nolan et al., 2002:206) is required. Nolan et al. (2002) strongly 
support the need to be inclusive of the wider social context and practices when promoting 
strategies for interaction in dementia care settings. Meantime it is important to 
acknowledge the reality on the ground, time pressures, perhaps due to lack of staff or the 
increased needs of residents, may mean that any enrichment is fleeting and snatched in the 
moment, yet not exploited to its full potential. 
Nolan et al. (2004:46) drawing on Mulrooney (1997) suggest that caregivers need to 
‘(i) respect personhood; (ii) value interdependence and (iii) invest in caregiving as a choice’, 
if they are to move beyond the constraints of person-centred care. Firstly, to respect 
personhood (which in itself is a complex philosophical concept) care workers need to take 
account of the ecologies of communication, or ‘context of relationships’ (2004:47) between 
care workers and the person with a dementia diagnosis. This leads neatly to ‘valuing 
interdependence’ (2004:47) which is part of the continuum from dependence to 
independence (Nolan et al., 2004:47 citing Rønning, 2002). If all the parties are listened to 
this may lead to ‘reciprocal relationships’ (2004:47), i.e. where both parties benefit. This 
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appears as a neat, linear package, when faced with the complexity of each individual 
relationship, and with multiple care workers working with each resident, it may be hard, if 
not impossible for care homes to keep track of these quality markers of relationship-centred 
care. Different monitoring criteria would need to be introduced to support this way of 
working across the board. 
Thirdly, employment conditions are also relevant to this debate on implementing 
relationship-centred care. The ‘low status’ (Nolan et al., 2004:48) of care work with older 
people contributes to poor care outcomes. However, other scholars, such as Herdman 
(2002, cited by Nolan et al., 2004:48) suggest that it is the ‘conditions of work’ in older care 
settings which contribute to poor care. Finally, care workers and other healthcare 
professionals’ perceptions of their own career prospects is also a significant factor (Nolan et 
al., 2004:48). Clearly these interacting and overlapping factors contribute and impact on the 
ability of care workers to implement relationship-centred care to a greater or lesser extent. 
Nolan et al. (2004) report that there appears to be a lack of clarity of how care workers and 
other health care professionals can ‘make a difference’, or even what needs to be done. 
Nolan et al. (2004) conclude that more attention and exploration need to be forthcoming on 
how ‘positive caring relationships can be created and sustained’ (2002:49), with a focus on 
the context of care and the ‘inter-relationships between those giving and receiving care’ 
(drawing on Brechin, 1998). In my finding’s chapters (Five, Six and Seven) I am able to give 
examples where such reciprocal caring is enacted. It would require a different type, focus 
and length of study to uncover more precisely how such reciprocity is created and 
sustained. 
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Whilst my focus is on dyadic relationships, that of the care worker – resident, Adams 
and Gardiner (2005) extend the concept of relationship centred care by introducing the 
notion of ‘dementia care triads’ (p.187). Morhardt and Spira (2013:40) also support ‘dyadic, 
triad and multi-person framework of care’. Adams and Gardiner (2005) mean, including the 
person with the dementia diagnosis, their informal carers (i.e. relatives) and formal carers 
(i.e. in this case the care home worker). Adams and Gardiner suggest two types of strategies 
which incorporate the ideals of relationship-centred care, namely ‘enabling’ (p.190) 
strategies and ‘disabling’ (p.190) strategies (see Table 2.3 Enabling and Disabling Strategies), 
the enabling strategies have some similarities to a Kitwood’s positive person work and 
disabling similar to malignant social psychological strategies to avoid. I suggest these 
strategies are relevant for both dyadic and triadic relationships, in that the strategies 
identify supporting and detracting activities in a relationship-centred approach.  
Table 2.3 ‘Enabling’ and ‘Disabling’ Strategies  
(Adams and Gardiner, 2005; adapted by Watts, 2019) 
‘Enabling’ Strategies ‘Disabling’ strategies 
Remove unwanted stimuli Interrupting 
Get in the right, spatial position Speaking on behalf of 
Promote equal participation Reinterpreting 
Encouraging participation in interaction Using too technical or complex language 
Provide opportunities for talk Talking out of ear shot 
Be sensitive to non-verbal cues Taking sides 
Value and respect contributions Ignoring 
Overcome poor communication (gaps, 
misunderstandings, misinterpretations) 
Ridiculing 
Promote joint decision-making Excluding the person with the dementia 
diagnosis from care decision meetings 
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Morhardt and Spira (2013:40 citing Fazio, 2008) note that ‘a relationship-based 
approach is built around the care that takes places within the relationship and the 
relationship is necessary for person-centred care’. This supports the notion that in the ‘best 
caring environments’ (Nolan et al., 2004:52), ‘interdependency’ is the vital factor for 
achieving care, one of the eight principles of care (see Section 2.1.3). The extent of such 
interdependency is not however specified. There will be limits as care workers must practice 
and meet certain external criteria in their work, such as health and safety requirements, 
which may minimise opportunities for true interdependency. 
2.3.3 Progressive care 
Here I summarise three concepts of care, that I consider extend and develop the 
previous models discussed, under my heading progressive care, namely ‘mature care’ 
(Pettersen and Hem, 2011), ‘revisioned, postmodern care’ (O’Brien Hallstein, 1999), and co- 
produced care (Browne, 2010). 
Mature Care draws on Carol Gilligan’s work (1982) who endorses this approach, as 
the next and right step in the development of care conceptualisation. Pettersen and Hem’s 
2011 study is based on two case studies drawn from a larger study; both are psychiatric 
cases; however I propose the study has relevance for nursing and social care. Their concept 
of mature care is pertinent to my study as they note that ‘reciprocity is crucial’ (2011:217) in 
care settings and demonstrates ‘tacit reciprocal aspects of care’ although practising mature 
care is hard and a ‘lack of reciprocity and interaction’ (2011:217), where one party fails to 
‘(easily) co-operate’ (2011:218) can occur. This foregrounding of reciprocity echoes one of 
the eight principles of care that I note in Section 2.1.3. Pettersen and Hem (2011:218) 
propose that ‘mature care aims to transcend [the pitfalls] of egoism and altruism’ 
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sometimes associated with care, that the care worker is there to ‘do good’ and feel good 
about themselves. The core of mature care’s approach is the ‘reciprocity of interests’ 
(2011:218) and the relational nature of care. In other words, mature care encompasses 
notions of ‘dialogue’, ‘interaction’, and is adjusted according to the situation. So sometimes 
more care is given than received and vice versa. In my findings I am able to demonstrate 
that care workers in particular, adjust their linguistic resources and responses to fit the 
particular situation of each resident, thus requiring attention to detail, knowledge of the 
resident and lightness of approach. Where I align even more closely with Pettersen and Hem 
is in their acknowledgement that ‘reciprocity concerns the acknowledgement of both 
parties’ interests as equal in principle’ (2011:219) and therefore can overcome the inherent 
care relationship ‘asymmetry’ (2011:219). In other words, Pettersen and Hem maintain that 
both carer and cared for can practice mature care. Care workers who practise mature care 
need to be flexible and be able to adapt their approach according to the need as it is 
presented, they need to ‘find solutions’ jointly, be cognisant of the context (or be 
contextually sensitive) and its implications for care, rather than following a set of guidelines 
or preconceptions based on a dementia diagnosis, for example, to act in a prescribed way. 
Where mature care extends other caring concepts is its contribution to ‘promoting growth 
and development’ (2011:221) as well as relieving pain and maintaining life. What should be 
noted is that in mature care reciprocity is not without boundaries, care-dyads remain 
inherently asymmetrical, and so reciprocity is confined within the caring task, and does not 
necessarily impinge on, for example, the care worker’s family worries unduly, rather it 
concerns ‘the ‘case’ […] in common’ (2011:230). An unexpected benefit of mature care is 
that it may have benefits outside the care-dyad, into other significant relationships. In 
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summary, mature care requires attention and sensitivity to context, reciprocity and an 
ability to change approach or perspective on the care task and / or care giver/ receiver. 
O’Brien Hallstein’s (1999:38) ‘revisioned, postmodern’care, positioned as a social 
constructive approach and draws on feminist standpoint theories, shares some 
characteristics with mature care, namely its view that the agency of both parties in the 
caring dyad is an important force. Also, this care approach should include, argues O’Brien 
Hallstein ‘empathy, reasoning, narrative and argumentation’ (1999:40), which have taken 
account of context, and are ‘embedded, and socially located’ (O’Brien Hallstein, 1999:42). 
Again, O’Brien Hallstein’s approach has much in common with mature care (Pettersen and 
Hem, 2011) in that the carer and the cared for person can exercise agency in the 
relationship, with reference to the context, and not necessarily bound by rules and 
guidelines, but making informed and rational interventions. In a progressive light, O’Brien 
Hallstein’s (1999:49) perspective recognises that carers are ‘constructed and constrained by 
the discourses in which they are constituted; [yet] they ‘retain interpretative agency’. 
O’Brien Hallstein thus acknowledges the reality of care work settings, bound by time and 
task requirements, external drivers of what care should look / be like and yet seeks to 
encourage some autonomy for the professionalism of the care worker and care home 
teams. This supports my argument that care work is much more skilled endeavour than is 
currently accepted. 
Thirdly, ‘care as co-production’ […] ‘affirms that unity of the “caregiver” and “care 
recipient” in the production of […] the “care effect” (Browne, 2010:577) being the 
‘conjunction of physical, emotional, and intellectual contact’ (Browne, 2010:579). Browne 
(2010:577 citing Himmelweit, 1999:29) says that ‘the care a carer provides is basically 
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inseparable from the relationship that is being developed with the person’ being cared for. 
In fact, Browne goes further and asserts that care is ‘an act jointly performed by both 
together’ (2010:577) and acknowledges that in the social care setting of services, contracts 
and paid workers, it is hard ‘to define the type of relationship that should be developed’ 
(Browne, 2010:583) whilst the tasks of care are being performed. This concept of care, 
perhaps, most closely aligns with my premise here that care is a collaborative and relational 
endeavour. With the fragmentation and polarisation of care, it ‘raises questions as to the 
potential for co-production of care’ (Browne, 2010:585), especially in the light of reification 
and commodification of care. Meantime, care workers and care homes are required to 
respond to ‘top-down’ initiatives, which ‘decrease […] the autonomy of professionals to co- 
produce care with care recipients’ (Browne, 2010:586). In summary, Browne (2010:588) 
calls for an ‘appropriate reciprocity’ each to her/ his abilities and needs. My data shows (see 
Chapter Five, Six and Seven) this type of progressive care involving a mature, revisioned and 
co-production approach is favoured by some care workers at least, even if not always 
realised in practice. Progressive or mature care, as already mentioned is not dementia-
specific, nevertheless has been included as it was developed and emerged from studies 
researching similarly vulnerable groups.  
2.4 Communication Theories and the Elderly 
In the early and mid-1990s, there was a flurry of scholarly work from a linguistic 
perspective, on attitudes to older people and theories about communication with older 
people. These approaches broadly support a social constructionist perspective and an ‘anti-
decline’ discourse as promoted by scholars such as Margaret Morganroth Gullette 
(Hepworth, 1999:140). Here I outline four theories and highlight aspects that concur with 
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my case that care is collaborative, skilful and enacted linguistically through relational work 
and which challenges the ‘deficit paradigm’ of ageing (Coupland et al., 1991:8). 
2.4.1 Accommodation Theories 
Coupland et al.’s (1988) early study on intergenerational talk uses speech 
accommodation theory (SAT) as their framework for analysis on talk between younger and 
older interlocutors. Speech accommodation theory incorporates the notions of over, under, 
and contra-accommodation, the former being where interlocutors seek to adapt their 
language strategies closely to match the other, or their perception of the other, which can 
result in ‘patronising’, ‘demeaning’ talk (Coupland et al., 1988:32). Secondly, 
underaccommodation is characterised by ‘inconsiderate’ and ‘unhelpful’ talk, where 
insufficient effort has been implemented by the stronger interlocutor. Thirdly, contra-
accommodation where interactions may be considered ‘rude’, ‘arrogant’, or ‘insulting’. In 
short, speech accommodation is the ‘strategy […] of speech complementarity’ (Coupland et 
al., 1988:7 drawing on Giles, 1980). They argue against a deficit model of ageing and 
encourage sociolinguists to take account of the ‘interactional, relational and constitutive 
perspective’ (1991:25) in the analysis of language. Context is important, in its ‘social and 
social-psychological dimensions’ (1991:25), thus stretching the linguistic approach to 
scrutinise beyond the level of the ‘organisation of talk’ (Coupland et al., 1991:25). 
Following SAT, Coupland et al. (1991) introduced the term Communication 
Accommodation Theory (CAT). CAT being ‘an integrated interdisciplinary model of discourse 
and context’ (1991:25), again used by Coupland and colleagues in studies of 
intergenerational talk. Similar to SAT, it focuses on how in social interaction language 
converges or diverges, or ‘ways in that speakers modify their language […] to reduce or 
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increase differences between them’ (1991:26). These linguistic means are influenced by ‘the 
speakers’ experiences, needs, and other states, and by, the contextual demands on them’ 
(1991:26). 
In dementia care settings, as mentioned above the contextual constraints can be 
demanding (time, space, schedules of tasks). The experience of individual care workers and 
the particular need at a particular time of a resident, or vice versa, alongside the 
interactional goal of the moment, all contribute to the available linguistic strategies to be 
applied. Coupland et al.’s CAT model is useful for my purpose here, albeit that it was not 
originally designed to address interactions with persons with a dementia diagnosis, as it 
takes account of contextual features and emphasises the ‘interactional’ (p.173) dimension. 
A particular relevant strategy, amongst several described by Coupland et al. (1991), 
is Discourse Management (1991:28-29). It comprises field (‘the building of the 
ideational/referential content of talk’) or topics of conversation; tenor (‘the management of 
interpersonal positions, roles and faces’) or face saving and politeness strategies and thirdly, 
mode (‘the procedural/textual dimensions that structure the interaction’) or how cohesion 
and turn-taking is achieved. Finally, Coupland et al. (1991) recognise the critical importance 
(1991:30) for well-being of discourse strategies in institutional settings. 
In summary CAT resonates with my argument here that care is relational work, and 
that the scrutiny of conversation topics (see Chapter Five), the focus on linguistic resources 
that support relational work (see Chapters Six and Seven), and the interactional sequencing 
of care worker interactions (see Section 5.2) merit investigation in discourse studies 
including older folks. In this study, I explore in more detail the two former aspects of CAT. 
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2.4.2 Communication Enhancement Model 
Ryan and her colleagues (1986) introduced the notion of the ‘communication 
predicament of ageing’, namely that interlocutors with elderly persons often enact 
‘undesirable discrepancies […] between the actual communicative competence […] and the 
negative perception of [the elderly person’s] competence’ (p.6). Elderly people may also 
collude in this stereotyping and match their language unwittingly to this deficit image. Ryan 
(1986:6 citing Thakera et al., 1982) notes that this ‘convergence [of styles] may not be 
toward the actual style of competence but toward stereotypical expectations. Some 
scholars may call this form of talk, ‘baby-talk’ (Grainger, 1993; Ryan et al., 1995) or 
‘elderspeak’ (Coupland et al., 1991:35). 
Later Ryan and colleagues (1995) introduce the Communication Enhancement Model 
(CEM). CEM in short highlights the ‘recognition of individualized cues, modification of 
communication [to the individual and], appropriate assessment of the health / social 
problems, [leading to the] empowerment’ of both the elderly person and in my case the 
care worker (Ryan et al., 1995:89). The CEM draws on a health promotion frame which 
encourages self-care, mutual aid and healthy environment (1995:94). Mutual aid is the most 
relevant to my argument here, being ‘people’s efforts to deal with their health concerns by 
working together[...] helping each other, supporting each other emotionally, and sharing 
ideas, information and experiences’ (Ryan et al., 1986:94 citing Epp, 1986:7). Although 
referring in particular to practical actions, the concept is transferable to spoken language 
actions. The examples of CEM practice include ‘speaking in direct, nonliteral, declarative 
statements […], eliminating the use of secondary baby talk, increased use of appropriate 
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nonverbal behaviour in conjunction with verbal output [and] limiting the number of 
partners and new topics in conversations’ (1995:103). 
Ryan and colleagues (1995) discuss the implementation of the CEM in dementia care 
settings and find that interactions that do not follow a CEM approach can result in conflict, 
deficit modelling of the older person and ‘lack of respect for personhood’ (1995:101). 
Attention to building knowledge about an individual resident’s life-story is also encouraged 
(p.103), and aligns with the conversation topics I discuss in Chapter Five. 
Adherence to a CEM approach conversely, can provide ‘a framework for productive 
exchange of personally meaningful information’ (1995:101). Ryan et al. caution that due to 
the ‘heterogeneity’ of people diagnosed with dementia, attention to the individual’s 
linguistic profile, the situated nature of any interaction, and dynamics are critical (1995:101- 
102) to successful interactions. They also emphasise the importance of care workers being 
aware of the interests of the resident and developing ‘mutually shared topics’ (1995:103) 
about which to converse (see Section 5.1). 
In summary they find that, the CEM supports ‘the ecological perspective being 
sensitive to the balance between the system of care and provider-elder communication’ 
(1995:104). I agree with Ryan and her colleagues that the concept and model of dementia 
care which the care home employs directly impact on the nature and quality of the 
interactions between carers and residents. 
2.4.3 Code of Practice: Communication with elderly persons with Alzheimer’s disease 
In this third theory of communication with the elderly, Hamilton (drawing on her 
seminal work with Elsie, a woman with Alzheimer’s disease) discusses a number of criteria 
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when considering discourse research and the elderly, and in particular people with 
Alzheimer’s disease (2003, 2005). Actually this approach is more a frame for analysis than a 
theory of communication. Hamilton’s criteria include considerations of definitions of old 
age, ‘embracing multidisciplinarity’, noting the ‘heterogeneity’ of older people, and taking 
account of context (2003:569, 572, 573). She also recommends what should be studied: (1) 
‘language and communicative abilities of old age’, (2) ‘identity in old age’, and (3) ‘social 
norms, values, and practices in old age’ (2003:576-580). Hamilton (2003:580) cautions that 
the researcher’s position in dementia care settings, often by default is an intergenerational 
experience and to consider participants as ‘coresearchers’ (p.581) where appropriate. 
Future research, Hamilton (2003:581) suggests should focus on specific groups in particular 
settings, be ‘data-driven’ (2005:225), keeping in mind the ‘human being’ at the centre of any 
study and seeking ‘collaborators’ (p.581) from other disciplines. Hamilton advocates a 
‘personal research approach’ (2005:224 citing Kitwood, 1988), that is getting involved in the 
setting and with the participants. 
Hamilton summarises the possible research approaches in ‘four notions’, namely – 
‘the prism, the soliloquy, the couch and the dance’ (2005:226). In short, the prism notion 
inspects language without reference to any social aspects or context. Secondly, the soliloquy 
studies discrete ‘linguistic phenomena’ within a ‘larger [body of] discourse’ (2005:231), and 
with the emphasis on language-chunks produced by the individual diagnosed with 
dementia, without including the responses of any interlocutors. The couch, broadens out to 
investigate ‘personal meaning-making, sense-making and identity construction’ (2005:233) 
and what this means for an individual’s ‘sense of self’ (2005:232). 
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Finally, Hamilton discusses the dance, she explains – ‘talking is like dancing’ 
(2005:233) – it puts the onus on the caregiver to adapt their use of language to meet the 
needs and maximise the linguistic and social potential of their interlocutor, recognising that 
both interlocutors have influence. She remarks that researchers can ‘examine moment-to-
moment turns or moves that display interlocutors’ meaning-making and relationship-
building as these emerge across the interaction’ (2005:233). For example, focusing on 
language tokens such as question-forms or identity and relationship-forms such as ‘patient 
or peer’ (2005:233). 
This final notion of ‘the dance’ aligns with my approach here, of taking account of 
both interlocutors’ turns, moves and intentions as the interactions unfold, and as the caring 
task is achieved collaboratively. The metaphor of the dance, may make this appear a 
seamless activity, however, anyone who has ever taken dance lessons will also know that 
any dance is made up of many small steps and moves, any one of which, if wrongly placed, 
can destabilise your partner. Hamilton does acknowledge Lubinski’s (1981 cited by 
Hamilton, 1994:10) dilemma that meaningful opportunities for social interaction decline due 
to the fact that interlocutors find it hard to interact with residents with impaired 
communication and so are less inclined to interact with them, thus worsening the ability of 
the resident to interact and leading to a ‘gradual withdrawal from opportunities’(p.10). So, 
as residents with a dementia diagnosis lose linguistic and / or social capabilities, the need 
for the care worker to take up the lead, mirror the moves, and sense the direction of their 
partner is ever greater and requires even more skill. 




Makoni (1997) introduces the term gerontolinguistics to the field, the study of 
ageing and language, which could be viewed as ‘a rather narrow field of enquiry’ (1997:63). 
His study of ‘bilingual Afrikaans-English speakers in institutionalised settings’ (p.59) looked 
at ‘the impact of dementia’. Subsequently, Makoni and Grainger (2002:805) define 
gerontolinguistics as a tool ‘to establish a dialogue between linguistics and gerontology: a 
form of disciplined “interdisciplinarity”’. 
Makoni’s research in South Africa in the late 1990s diverged in five ways from 
Coupland et al.’s (1991) earlier studies on language and the elderly. These divergences are: 
(1) the debate between collectivist societies and individualistic ones; (2) the ‘notion of 
disenfranchisement’ (1997:60) in elderly discourse, which Makoni maintain requires ‘a more 
sophisticated analysis’ (1997:60) in a South African setting; (3) ‘age categorisation’, although 
both (Coupland and Makoni) agree that chronological age is not a relevant research 
variable, again age in the South African context is more difficult to define; (4) and that 
gender is realised differently by Coupland and Makoni and finally (5) Makoni questions 
whether we need to study not only intergenerational interaction but also intragenerational 
(my emphasis). 
In Makoni’s later work with Karen Grainger (2002:805) they use the term 
comparative gerontolinguistics. This development reflected their work of comparing the 
discourse strategies used by care workers and residents in caring institutions in both the UK 
and South Africa. They combined ethnographic and linguistic methods, basing their analysis 
on naturally occurring interactions. Theirs was one of a few early studies in the 1990s to 
address caring discourses in elderly residential settings. Context plays an important part in 
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this approach. They do not discuss the detail of whether or how gerontolinguistics differs in 
any significant way from established linguistics, apart from the location of study and focus 
of study. They do provide a term under which to position much of the work on language and 
ageing and guide future researchers to address concerns of discourse, context and identity. 
2.5 Linguistic studies of social interaction in dementia and elder care settings 
A small number of empirical linguistic studies in dementia care settings were 
completed towards the end of twentieth century, notably Grainger, 1993; Hamilton, 1994; 
Somera, 1997; Grainger, 1998; Sachweh, 1998; and Tallberg, 1999. Grainger’s (1993 and 
1998) study of two long-term geriatric wards, and Hamilton’s (1994) seminal work of a four 
and half years’ long study of her social engagement with Elsie, opened the way for others. 
For example, Somera’s (1997) study is notable in that the data collection took place in the 
Philippines and the language in use was Tagalog, and Sachweh’s (1998) study was based in a 
German nursing home. Studies based outside Europe and the USA are rare (see Makoni, 
1997, 1998 for a South African setting; Backhaus, 2009 for an elderly care setting in Japan).  
I now discuss studies closely aligned to my study and highlight the common themes. 
2.5.1 Studies with a close alignment to my thesis 
Methodologically I align my study with those colleagues working with naturally 
occurring interactions between paid care workers and residents living in elder and dementia 
care settings (Grainger, 199315; Makoni and Grainger, 2002; Marsden and Holmes, 2014). In 
                                                             
15 Grainger’s doctoral thesis addressed ‘the Discourse of elderly care’ (1993) drawing on data from two long-
stay geriatric hospital wards in the late 1980s. This study of 30 patients and 41 nurses participating, alongside 
many hours of ethnographic observations, made a huge contribution to this then (late 1980s) lesser studied 
field. Grainger takes a discourse analysis approach using Brown and Levinson’s Politeness Theory, Coupland, 
Coupland and Giles (1993) Communication Accommodation Theory, and Goffman’s face issues as her 
reference points. Grainger identifies four modes of discourse (p.76), routine management discourse, sick / 
dependent discourse, nurturing discourse and personal discourse. 
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most cases the residents included in these closely aligned studies have acknowledged that 
their cohorts of residents display some symptoms of dementia, but may not have a specific 
diagnosis. It is likely therefore that these participants were experiencing the early stages of 
dementia and retained many linguistic abilities. Makoni and Grainger note their participants 
had ‘dementia of various types’ (2002:809), as is the case with my resident participants. I 
have also aligned my study with those taking a qualitative and discourse analytic approach 
(Grainger, 1993; Makoni and Grainger, 2002; Marsden and Holmes, 2014) and a 
multidisciplinary stance (Coupland, 1997; Makoni, 1997) to research in applied linguistics 
and ageing. In addition, I have followed the ‘appreciative inquiry’ (AI) turn advocated by 
Marsden and Holmes (2014:20). In other words, to seek out examples of ‘what people 
[were] doing well’ (2014:20). In a later publication, Hamilton (2005:233) suggests that 
researchers understand ‘interaction as process’ in that ‘the interaction between language 
users and the ways in which interlocutors influence each other – both socially and 
linguistically’, thus creating ‘meaning-making’ and ‘relationship-building’ opportunities. I 
have sought to reflect this methodological approach (see Chapters Three and Four), whilst 
addressing the gap of the setting, which is the personal space of the resident’s room and 
purposively identifying residents with a dementia diagnosis. 
In terms of findings, I found four themes across these closely aligned studies, 
namely: (1) compliance-gaining strategies (e.g. Grainger, 1993), including a ‘controlling 
dimension’ of talk (Makoni and Grainger, 2002:808), with frequent use of mitigating tokens, 
such as ‘endearments’, ‘compliments’ and ‘praise’ (Marsden and Holmes, 2014) and even 
bribery (Makoni, 1998:19-20); (2) small talk or ‘playful discourse’, including humour, teasing, 
joking and flirting (e.g. Makoni, 1998; Makoni and Grainger, 2002:808; Marsden and 
Discourses of care 
78 
 
Holmes, 2014); (3) ‘elderspeak’, depersonalising discourse (e.g. Makoni, 1998) or 
‘infantilising’ talk (Makoni and Grainger (2002:808); and (4) troubles-telling talk (Grainger, 
1993). In my study, I have sought to extend examples from these previous studies, where I 
have found evidence of relationship building strategies, in particular in the work of Marsden 
and Holmes (2014) and their New Zealand context. In my study, therefore building on these 
findings I have centralised the notion of relational work (Locher, 2004), and by identifying 
relevant features in the care workers and residents’ talk.  
Context is an aspect of analysis taken into consideration by the closely aligned 
studies, yet given different interpretations. For example, in Makoni and Grainger’s (2002) 
study they discuss the influence of two different cultural settings, that of South Africa and 
the United Kingdom. They explored and highlighted the impact of the cultural context, 
Apartheid in South Africa, on the interactional strategies, successful or otherwise, and the 
notion of the “total institution” (2002:806). They found that ‘institutional forms of talk may 
[…] transcend national cultural barriers’ (2002:808), or rather the similarity of the caring 
regimes across country and linguistic boundaries were more relevant than the national 
environment to the findings. Yet, Grainger found that the ‘depersonalisation, routinization 
and authoritarianism’ exposed by Goffman’s concept of ‘total institutions’ (Grainger, 
1993:26 citing Goffman, 1961) did impact negatively on especially the ‘discourse goals’ 
(1993:152) of nurses in her study. I have sought to continue the analysis of context, through 
ethnographic observations, ‘thick participation’ (see Section 4.2.3) activities and by 
including reflections from care worker participants. 
Several studies acknowledge what I have foregrounded here that care talk requires a 
high level of verbal skill, especially in dementia care settings. Makoni notes that the 
Discourses of care 
79 
 
linguistic work carried out by carers is ‘extremely sophisticated’ (1998:19) with those with a 
dementia diagnosis ‘extremely demanding’ (1998:18). This lends further support to my case 
here that the linguistic practice enacted by carers demands to be recognised and rewarded. 
Finally, I highlight the discussion points from these closely aligned studies and how 
they have informed my scrutiny of my own data sets. In much of the wider literature on 
care, there is a debate between care and control, or use of power. However, I take the view 
that there is rather more evidence of solidarity actions (Marsden and Holmes, 2014:30) in 
enactments of care, especially recognising the flat society of the New Zealand context and 
the friendliness associated with the ‘Polynesian ethnicity’ of care worker participants 
(2014:31). These solidarity actions are indexed through reciprocal, collaborative and 
negotiated interactions (2014:31). To extend this point ‘level[s] of intimacy in discourse’ 
(Makoni and Grainger, 2002:821) identified were rather more similar to a domestic rather 
than a workplace setting. Care workers need to be able to judge the level of intimacy 
linguistically, in order that an interaction is received in solidarity, and not received as a 
threat. Thus, building meaningful and collaborative caring relationships allows for some 
linguistic risks to be taken, as I will evidence in Chapters Five, Six and especially in Chapter 
Seven (Talking is Doing care). Grainger (1993) acknowledges the relational dimension and 
the disappointing lack of attention to this aspect of interaction by most nurses, most of the 
time and the prioritising of physical care tasks (p.161). Grainger’s identification of 
‘nurturing’ and ‘personal’ discourses create an opening for a closer look at the relational 
dimension; with nurturing discourse reflecting a ‘caring-for’ attitude with the resident 
positioned as ‘needy’ (1993:183), and the personal discourse features enable confirmation 
of ‘personhood’ (Kitwood, 1997) and ‘which [forge] social bonds’ (1993:184). These 
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observations lead colleagues to conclude that emphasis on ‘meaningful’ interactions 
(Marsden and Holmes, 2014:20) has been absent in current research, and I aim to make a 
contribution to this gap in Chapters Five, Six, and Seven, Talking is doing care. 
Acknowledging the close alignment between my study and the others cited above, I 
now note some aspects of differentiation. There are many similarities between my study 
and Grainger’s inspiring work; where my study differentiates from Grainger’s is that I have 
taken an appreciative inquiry approach in my data sampling, whereas Grainger identified 
data sites through initially personal contacts without any particular specification, other than 
patients were ‘permanently resident’ (1993:59) on a ward. Secondly, although many of 
Grainger’s patient participants were described as having variable ‘mental alertness’ (p.59), 
and although Grainger infers that some patients experienced dementia-like symptoms, this 
aspect was not a selection criterion. Thirdly, my primary data sets (the audio-recordings 
between care workers and residents) were entirely recorded in the private space of the 
resident’s room or bathroom. In Grainger’s data, most of the recordings take place in the 
ward area, which was not private, and at times involved more than one nurse in the 
interaction. Fourthly, my aim is to foreground the enactment of care through relational 
language work and demonstrate the dexterity and skilfulness of the care workers. And 
finally, the settings for my research are purpose-built (where special consideration has been 
attended to on the physical environment) care homes specialising in dementia care and with 
positive recommendations. 
I now discuss other studies in the field that are less closely aligned to my study, and 
identify aspects of relational work that they evidence. 
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2.5.2 Evidence of Relational work practices in the wider literature 
Next, I evidence studies from the wider literature which also contribute to the notion 
of relational work (in its broadest sense) and which reflect the eight principles of care. 
Researchers have explored both the interactions of the person diagnosed with dementia 
and their carers, as well as, deconstructing the language of the person with the dementia 
diagnosis, both their abilities and deficits (e.g. Tallberg and Almkvist, 2001). I prioritise the 
former, those studies with a focus on care worker-resident interactions. 
The importance of the relational dimension is acknowledged by a number of studies 
from the broader literature (Perkins, Whitworth and Lesser, 1998; Ward et al., 2008; 
Jansson and Plejert, 2014; Mok and Müller, 2014). I begin by highlighting four 
manifestations of such relational work, namely, collaborative strategies, other relationship 
building strategies and the skilfulness, competence, and complexity of interactions despite 
the cognitive decline of the resident interlocutor. Finally, I comment on observations on 
context in care settings from the wider literature. 
Collaborative strategies (which I suggest reflect attentiveness, acceptance, respect 
and reciprocity principles) are specifically noted in two studies (Hydén, 2014 and Jansson 
and Plejert, 2014). The former concerns food preparation activities (Brussel sprouts au 
gratin) and the latter a taking a shower sequence, both examples are enacted as ‘joint 
activities’ (Hydén, 2014:122) between care worker and resident, rather than being ‘done to’. 
Hydén acknowledges the importance of ‘shared attention’ or focusing attention by using the 
collective ‘“we”’ pronoun (p.119); ‘scaffolding’ directives by explaining each step of the task; 
and using memory prompts, by reading aloud parts of the recipe. Although not directly a 
caring task, you could argue that caring takes place during this task completion through the 
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strategies indicated above, which enable the resident participant to engage in the task 
successfully and feel ‘respected’ as an individual. Hydén has also taken a parallel approach 
to mine, in that he has sought out a ‘positive example’ (2014:121) for analysis. 
Secondly, Jansson and Plejert (2014) offer a positive example of collaboration in a 
potentially face-threatening task, taking a shower. This example demonstrates how the care 
worker acknowledges the needs and desires, negotiates each step and involves the resident 
as an active participant in the task.  They show how the caregivers’ ability to alter the 
‘frame’, such as ‘independence’, ‘respect’ and voluntary participation (2014:56), of the task 
assists in developing relationships and getting the task done with a minimum of distress.  
Politeness strategies are also marked by colleagues as linguistic means to enable 
collaboration, or in some cases the lesser version, compliance-gaining. Backhaus (2009), in a 
Japanese elder care setting, notes that there is a continuous dance between ‘care and 
control’ (2009:54) in residential care homes, and maintains that the ‘very special’ (p.53) 
context of care homes results in there being more similarities of discourse across different 
cultures than differences. He discusses two strategies, praise and inclusive joking which 
‘reduce[s] the social distance between participants’ (p.62). Thirdly, exclusive joking, where 
the joke is made at the expense of the resident and thus not collaborative, but perhaps 
face-saving for the care worker. Gaining the ‘cooperation of the residents’ is critical and not 
always in evidence in Backhaus’s data. Backhaus uses the term, ‘cooperation’ (p.64), rather 
than ‘collaboration’ which implies a greater degree of asymmetry in the relationship 
between care worker and resident, than in the former examples.  
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In a later study, Jansson (201616) examines the ‘use of praise’ (p.64) to encourage 
residents to comply with routine tasks and notes various examples and intensities of 
caregiver praise. In one ‘rare’ (2016:81) example her research participants demonstrate 
‘collaborative praise’ (2016:78-80), or where praise is reciprocated and initiated by the care 
recipient. Such positive feedback practices, Jansson concludes (2016:82) ‘help to construct 
the resident as a cooperative, capable, and autonomous care recipient’ and ‘downplay[s] 
[the] institutional roles as carer and care recipient’. 
Humour is identified by Lindholm (2008) as a ‘compensatory behaviour’ to reduce 
problems with language production and comprehension. She presents examples of both 
care worker and resident laughter episodes during care tasks. I would also argue that these 
episodes are evidence of residents’ agency in interaction, taking back the floor, making a 
positive intervention and even supporting the care worker in a collaborative gesture noting 
the difficulty of the task in hand. Lindholm (2008:9) does also suggest that ‘the elderly use 
laughter to maintain the conversational flow and preserve their identity as conversational 
participants’ and notes one example of ‘shared laughter’ (p.10-11), supporting my point 
here about collaborative strategies. 
The second feature highlighted in the wider literature is that of relationship building 
strategies, which at times index all of the care principles (see Section 2.1.3). An example is 
Sachweh’s (1998) work on the use by care workers of ‘secondary baby talk’17 (1998:52) or 
SBT in German nursing homes for older people (including those with a dementia diagnosis) 
                                                             
16 Part of a larger study on ‘Care work as language work: Affordances and restrictions with Swedish as a second 
language in the new work order’. 
17 Features of ‘secondary babytalk’ are that it has ‘noticeable voice modulation, […] reduced complexity, 
[greater] amount of repetition, and by a restricted vocabulary’ (Sachweh, 1998:56).  
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found that such talk was received positively by 84% of the research participants who were 
the receivers of care. ‘Babytalk [could] also have a social or affective function’ (1998:57) that 
is not simply communicative or task-based. Sachweh (1998:62) also notes that  those 
residents with a dementia diagnosis, gave the ‘most explicit reactions’ to SBT, good and bad, 
perhaps as they are ‘freed from facework considerations’ (1998:62).  
‘Secondary Baby Talk’ or SBT, otherwise displayed as endearments, limited 
vocabulary lists (including colloquial terms) and repetitions, has been noted by Sachweh 
(1998) unlike many other scholars (see Williams et al., 2017) as actually contributing to 
positive relationships between care workers and residents. In fact, Sachweh (1998:62) 
suggests that these linguistic features can be aspects of ‘care and affection’ in certain 
circumstances and in particular with residents with dementia, where perhaps the face 
threatening aspect of care is diminished. Sachweh also acknowledges that ‘personality 
traits’ play an important role. No doubt both traits of the care worker and the resident.  
In their study of ‘topic management’ Perkins et al. (1998) also accept the influence of 
the conversational partner on the inclusion in conversation of the person with dementia and 
suggests that ‘principle of partnership’ (p.49) in conversation dynamics. They take a 
capability and individual approach and use conversational analysis18 to identify what is 
working in interactions and to assist with evaluating interactions as relationships develop 
over time and alongside the progress of dementia symptoms. The individual approach is 
critical, assessing each interactive case separately and so building on the person, their 
personality, relationship history rather than focusing on the disease and its known 
pathologies. Thus, reflecting in particular the principles of responsiveness. 
                                                             
18 CAPPCI: Conversation analysis profile for people with cognitive impairment. 
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Thirdly, I note the feature of skilfulness and linguistic dexterity of care workers. 
Jansson and Plejert (2014) also draw our attention to the ‘delicate negotiations’ (2014:56) 
carried out by care workers to complete tasks and therefore align with my analysis that care 
is a skilful linguistic task. The institutional constraint of time for caring tasks is also 
foregrounded, although not entirely accepted, as tasks which were interactionally successful 
and those in which there was resident non- compliance were of similar duration. Finally, 
they acknowledge that care work is marginalised and the contribution of interaction by 
carers needs more recognition, as its complexity is revealed by such studies. I support 
Jansson and Plejert’s (2014) presentation of carers who are experienced in what they do, 
and have followed this approach in my own study. In Sachweh’s study (1998) she cautions 
that the application of SBT needs to address individual resident’s needs and styles and be 
tailored to ‘every single situation’ (1998:63) or ‘fine-tune’ each and every interaction. 
Sachweh’s study aligns with my case here that care is skilful and nuanced, with multiple 
variables which result in a complexity of interaction perhaps not found in other workplaces. 
Managing confabulations is another example, where care workers’ skill and linguistic 
dexterity are foregrounded. Lindholm (2015) tackles the common phenomenon of 
confabulations19 in the speech of those with a dementia diagnosis. Confabulations are 
statements or utterances which are not entirely true, at least not to the reality of the carer 
interlocutor. She does this by discussing the interactional management practices of lesser 
and more experienced care staff, representing a ‘continuum’ (p.195) of responses, from 
‘minimal responses’ (p.186) to ‘elaborate confirming responses’ (p.194). Other scholars have 
also studied the response patterns of carers to confabulations (e.g. Tallberg, 1999; Tallberg, 
                                                             
19 Confabulations can have a connection to a non-present reality (Lindholm, 2015:196). 
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2001; Tallberg and Almkvist, 2001; Örulv and Hydén, 2006). Confabulations do pose a 
potential threat to the norms of social interaction, nevertheless skilful care workers, with a 
good knowledge of a resident’s previous life-history; can find creative ways to take an 
interaction forward without causing undue distress for the resident. The important point is 
to respond and not ignore nor deflect, except in cases of extreme distress. 
I note some studies outwith the linguistic sphere, who address communication 
strategies within dementia care settings (e.g. Savundranayagam et al., 2007; de Vries, 2013; 
Savundranayagam, 2014; Savundranayagam and Moore- Nielson, 2015; Small et al., 2015; 
Savundranayagam et al., 2016; Savundranayagam and Lee, 2017). I have included studies 
that are based in nursing and care home settings, and excluded those set for example in 
family settings (Small, Geldart and Gutman, 2000, 2002; Jones, 2013) due to space 
constraints, even though these may have useful insights. The dementia care settings based 
studies have researched non-verbal communication (Armstrong and Wright, 2002), task-
oriented communication strategies (Wilson et al., 2012), communication toolkits or best 
practice (Barnes, 2003; de Vries, 2013), care-givers perceptions (Beach and Kramer, 1999), 
humour (Blake et al., 2006), endearments (Mangan, 2002; Elaswarapu, 2016; Williams et al., 
2017), impact of communication strategies on behaviour (Hart and Wells, 1997), 
conversations at mealtimes (Santo Pietro and Boczko, 2001; Hopper et al., 2007), lying 
(Tuckett, 2012), elderspeak (Williams et al., 2010), tracking impact of specific 
communication strategies (Savundranayagam et al., 2007; Savundranayagam and Lee, 
2017), person-centre communication (Savundranayagam, 2014; Savundranayagam and 
Moore-Nielson, 2015; Savundranayagam et al., 2016), and multilingual communication 
(Small et al., 2015). The importance of the relational dimension, including the collaborative 
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nature of care (the well-being of both interlocutors being significant) is mentioned 
frequently by these authors (Santo Pietro and Boczko, 2001; Armstrong and Wright, 2002; 
Ward, 2002a and 2002b; Barnes, 2003; Hopper et al., 2007; Savundranayagam et al., 2007; 
de Vries, 2013; Savundranayagam, 2014; Savundranayagam and Moore- Nielson, 2015; 
Small et al, 2015; Savundranayagam et al., 2016; Savundranayagam and Lee, 2017). 
Finally, in relation to context here Backhaus (2009:55) explains that care homes are a 
‘very special kind of setting’ and acknowledges that for residents the ‘institutional life is 
their real life’ (p.55), at the same time the care home is also the workplace of the care 
workers. This prompted Jansson to comment (2016:82) on several instances of ‘institutional 
asymmetry’ in her data collected in a dementia care unit in Sweden. By this she means that 
in general it is the care giver who decides when and if tasks have been satisfactorily 
completed and judges whether praise (Jansson’s focus) is deserved and given. However, she 
also finds examples where care givers ‘downplay their institutional roles as carer[s]’ (p.82). 
Backhaus (2019) introduces the concept of ‘hurriedness’, which also indexes the 
‘relationship between [time available] and professional identity’ (p.6). ‘Hurriedness’ is taken 
for granted as being part of the job, a necessary part of doing care. Backhaus (2019:7) 
concludes by advocating for ‘a slower interactional pace [which would] relate to a more 
symmetrical way of communication between caregiver and care recipient’, leading to widely 
acknowledged dementia care approach, namely person-centred (see Section 2.3.1). 
2.6 Research Gap Summary  
Many empirical, qualitative studies of care worker interactions in dementia care 
settings have taken a ‘micro-level’ analysis approach (e.g. Hamilton, 1994; Örulv and Hydén, 
2006; Wray, 2011; Lindholm and Wray, 2011; Chatwin, 2014). Less attention has been paid 
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to the macro-level or how concepts of care and meso-level or discourses of care are realised 
in practice by care workers. A notable exception is Ryan et al.,’s (2005) study ‘Evidencing 
Kitwood’s Personhood Strategies: Conversation as Care’, where Ellen Bouchard Ryan and her 
colleagues discuss and give examples of care workers’ interactions which correspond to 
Kitwood’s criteria, for example recognition, validation and facilitation.   
Studies taking a linguistic stance were rare, until the early 1990s with two notable 
exceptions, Grainger’s (1993) study of two long-term geriatric wards and Hamilton’s (1994) 
seminal text of a four-and-a-half-year longitudinal study of one patient with Alzheimer’s 
disease, ‘Elsie’. This was a turning point for the study of social interactions and dementia 
from a linguistic perspective. Hamilton worked within an interactional sociolinguistic frame 
without predetermined categories and used both qualitative and quantitative analyses 
(2005:225). At the same time, Grainger’s (1993) PhD research on ‘The Discourse of Elderly 
Care’ drew on data of nurse-patient and nurse-nurse interactions in a long-stay geriatric 
ward in the late 1980s in the UK. Grainger (1993:3-4) sought to expose how ‘communication 
could affect patients’ quality of life and psychological health’ and the communication 
‘conflicts’ experienced by nurses. 
 Hamilton’s data drew on concepts, firstly, of ‘face’ and ‘politeness’ (1994:29), 
secondly, ‘taking the role of the other’ and ‘sociability’ (1994:29) and, thirdly, ‘ethnography’ 
(1994:29). She took the role of ‘participant-observer’ (1994:31-32) and she cites Kitwood’s 
support (1988). Her recordings were primarily led by ‘sociability’ (1994:33). Likewise, in my 
study I have given prominence to the relationship between the care worker and the 
resident, whilst paying close attention to the context of the task and the private space, 
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which surrounds these interactions.  Hamilton’s (1994:33-36) audio-recordings take place in 
‘Elsie’s’ private room, some corridors, and public lounges. 
In Grainger’s data set (1993) she identified four discourses of care, namely routine 
management discourse, nurturing discourse, sick/dependent discourse and personal 
discourse. She also analysed in detail the compliance-gaining strategies applied by nurses 
and instances of ‘troubles-telling and troubles-receiving’ (1993:255). Many of the patient 
participants in Grainger’s study had dementia (1993:111) or had functionality similar to 
dementia-like symptoms. 
Drawing on primarily linguistic empirical studies, whilst also referring to other social 
care and health empirical studies in dementia-care settings, I have collated studies where 
care worker / resident dyads are central and I refer to the analytical frameworks, the data 
collection tools, the analytical units, and the type of dementia (if specified) of each study in 
order to identify the gap into which my study is located. I have excluded studies from non-
linguistic disciplines and those that focus on family carers rather than paid care workers. 
What is clear from my detailed account is that the relational dimension, although 
acknowledged by many scholars in the linguistic based literature, has nevertheless received 
less attention, until the work of Marsden and Holmes (2014). It is this gap that I hope to 
explore and understand more carefully. 
2.7 Summary of Chapter Two and Introduction to Chapter Three 
No theory, model or framework can have any positive impact unless it is put into 
practice. Ranheim et al. (2011:9 citing Rytterström, Cedersund, and Arman, 2009) suggests 
that ‘a care culture seems to depend on how care is interpreted and given meaning by the 
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personnel as well as the organisation’ (my italics). Care staff, managers and family members 
need to understand what care means locally and how care is interpreted and put into 
practice. 
Now I turn to Chapter Three Methodology (1): Research Approach and Design, the 
first of two chapters on Methodology.  
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Chapter Three  
Methodology (1): Research Approach and Design  
3.0 Introduction and Overview of the chapter   
This study addresses the interactions between care home workers and care home 
residents living with dementia, and how care is enacted within a relational practice frame 
(Holmes and Marra, 2004). All data has been collected in the private space of the resident’s 
room, a lesser researched area. Research in dementia care settings has been a concern of 
many scholars in a variety of disciplines, including for example psychology (Bender and 
Cheston, 1997; Brooker, 2008, 2019), social policy (Barnes, 2012), psychiatry (Ryan et al., 
1986, 1995, and 2005), applied linguistics (Davis, 2005) and linguistics (Smith, Mates, and 
Mikesell, 2010 and Wray, 2010, 2011). I have sought here to take a multidisciplinary 
approach (see Section 3.1.5), drawing on a wider literature (see Chapter Two) and thus 
seeking to provide a fuller picture of this complex setting using data collected together with 
care workers and residents.  
In this chapter, I present and scrutinise the major research paradigms and concepts 
guiding the research. I describe and justify the research design, explain the selection criteria 
for data sites and research participants and give a detailed description of both data 
collection sites and all the research participants, care workers, residents and interviewees.   
Next, I discuss the research paradigms, and conceptual ideas that have guided and 
shaped the data collection and analysis. 
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3.1 Research Approach and Conceptual Frameworks  
My workplace-based study seeks to combine and draw upon aspects of social 
constructionism and qualitative research methods, within an Appreciative Inquiry (AI) frame 
and referencing multidisciplinary perspectives. Phillips (2007:171) asserts that ‘multimethod 
and multidisciplinary research is crucial in building a picture of good quality care’. I now turn 
to explore the details and relevant aspects of each of the above notions to the study. 
A research paradigm ‘is the underlying set of beliefs about how the elements of the 
research area fit together and how we can enquire of it and make meaning of our 
discoveries’ (Wisker, 2008:78). Wisker adds (2008:76) that ‘research designs differ because 
of the ways we see the world and the appropriateness of certain methods to help us ask our 
questions and get us somewhere near something like an answer’. I agree with Wisker in that 
the way I see the world informs the questions I want and am likely to ask, those that occur 
to me in the first place, and thus the questions I choose to pursue and research. Different 
research paradigms also direct which topics, acceptable means of interpretation and even 
‘considerations as what counts as data’ (Hamilton, 1994:2).  
Research paradigms also comprise the researcher’s ontological and epistemological 
views on the world and knowledge, respectively. Ontology defines the researcher’s world 
view and epistemology assists the researcher to ‘construct, interpret and represent 
knowledge’ (Wisker, 2008:68). Wisker (2008:67) defines ontology as ‘being in the world’ or 
‘how you experience and perceive yourself in the world’. My ontological grounding is post 
positivistic being that the world is ‘essentially indefinable, interpreted, [and]shifting in 
meaning based on who, when and why anyone carries out and adds the meaning’ and 
‘data[needs] to be interpreted in [specific] context’ (Wisker, 2008:66; Silverman, 2013:107; 
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Creswell, 2014:8). From a qualitative perspective, ‘reality is subjective’ (Creswell, 2007:17) 
and so the more the researcher can expose and explore the actual language of the 
participants the better (Creswell, 2007:17).  
As my study draws on a linguistic tradition, I note here that linguistics as a discipline 
draws on both positivist (e.g. Corpus Linguistics) and post-positivist (e.g. Critical Discourse 
Analysis) paradigms. Linguistics has also been influenced by scholars from a range of 
disciplines; namely anthropology e.g. Bronislaw Malinowski, Franz Boas and Margaret 
Mead; sociology e.g. Erving Goffman and Émile Durkeim; and social psychologists e.g. 
Jonathan Potter and Margaret Weatherall. Linguistics also champions its own philosophical 
scholars, namely in the ordinary language philosophy tradition of J.L. Austin, John Searle and 
H. Paul Grice (Cameron, 2001:48). 
My own leaning is informed by my socially aware upbringing, my studies in human 
geography, and my work experience with refugees and migrants. I take a post-positivist 
position, drawing on both social constructionism and poststructuralist approaches. This 
leads me to look at small samples of data in detail and to seek explanations of meaning from 
the wider context i.e. social and public policy, participants’ histories and expectations, and 
in this current study, the workplace environment and concepts of care. 
Michel Foucault as a poststructuralist believed that ‘discourses are not linguistic 
systems or just texts- they are practices’ (Horrocks and Jetvic, 2004:86). These ‘practices’ 
take place in ‘social spaces’ (Horrocks and Jetvic, 2004:39), that is between people, in my 
case here between care workers and residents. Foucault also referred to ‘heterotopias’ 
(Horrocks and Jetvic, 2004:84) or ‘other spaces’ (Horrocks and Jetvic, 2004:84), spaces 
where rituals or ‘rites of passage’ (Horrocks and Jetvic, 2004:84) take place e.g. Maternity 
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wards and homes for the elderly. These heterotopias are somewhat outside ‘normal’ 
spaces, where the dynamics of power relations need our careful attention as researchers. 
Foucault was interested in all types of institutions, prisons, asylums, hospitals and so the 
setting of my study in care homes seems to resonate with his concerns. Of course, Foucault 
has his critics, some saw him as simply a conspiracy theorist e.g. Merquior (Horrocks and 
Jetvic, 2004:121) and others that he was just about ‘power and discourse’ (2004:144). 
Although power is not my focus here, the concept of ‘other spaces’ in terms of context is an 
important feature of my study. 
If epistemology is the relationship between theory and practice; consequently, our 
epistemological position thus defines how research is designed. In other words, it leads us 
to choose which approach to use whether descriptive, exploratory, predictive, or 
explanatory; which method either quantitative or qualitative; our mode of analysis e.g. 
conversation analysis, our research tools or methods e.g. interviews, observations, audio-
recordings, discourse-based interviews. In qualitative research, this supports a close 
relationship, even collaborative one between researcher and participant (Creswell, 
2007:17). Finally, it defines what kinds of findings, and recommendations we can make. 
In research activities, there is a direct relationship between our ontological, 
epistemological, and methodological positions (see Figure 3.1 Research Framework 
Relationships). These need to be aligned for research activities to be coherent and the 
findings reliable and valid (Silverman, 2013:138-9). I see these ‘ologies’ as parallel and 
interconnected paradigms, swirling around each other, touching, retreating and ultimately 
merging into a shared view and approach to ‘knowing’ the world around us, or at least a 
little bit of it. I tend to seek out progressive forces in the world, whilst not being naïve about 
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the forces that undermine the potential of the human species. I aim to make informed 
choices, based on as much factual evidence as possible, taking other less tangible notions, 
such as emotion, into account.  
 
Figure 3.1 Research Framework Relationships 
So, if ontology is about ‘how’ we see the world, epistemology concerns ‘what’ we 
know and how we ‘know’ things, as well as, the development of knowledge and its changing 
nature both historically and in context; thus, how we justify to others how we believe the 
world to be. At the more practical level, my methodology needs to be appropriate to the 
type of questions that I am asking / interested in and any contextual constraints (e.g. time 
and costs). Due to known accessibility constraints to the data sites, I chose to take a 
qualitative and appreciative inquiry approach, guided by an early paper I read (Marsden and 
Holmes, 2014) emphasising what care workers can do well, I wanted to follow this turn. 
From both the conceptual and practical levels, this resulted in my research questions 
seeking to evidence the detail of interactions between care workers and residents within 
Ontology: how we view 
the world  
Epistemology: what we 
know & how we  justify 
what we know 
 
Methodology: research design, 
mode of analysis and type of 
findings 
Methods: Data Collection 
Tools 
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the caring context. Ultimately, I was motivated to make a difference to an injustice, or 
rather explore ‘the unsung heroes / heroines’ of care work. 
I now explain in turn the concepts that that inform my research design, I turn to 
Social Constructionism first. 
3.1.1 Social Constructionism 
I draw on a social constructionist paradigm in my study, where researchers are 
encouraged to question accepted definitions, address complexity (Creswell, 2014:8) and to 
be mindful of definitions or labels of a social concern (in my case caring interactions in care 
homes). Recognising also that there will be consequences for social policy, attitudes and 
behaviours and where participants’ views are integral to the analysis (Creswell, 2014:8). 
Constructionism asks ‘what is going on?’ and also ‘how [social reality] is socially 
brought into being’ Silverman (2013:107 citing Holstein and Gubrium, 2008b:374-5). 
Furthermore, Silverman (2013:39) suggests that constructionism is ‘how an aspect of the 
social world is put together by participants’, in my case, care workers and residents. 
For Silverman (2013:107) constructionism shows ‘how social realities are produced, 
assembled, and maintained’ [and] ‘raises questions about the processes through which 
social realities are constructed and sustained’ (citing Holstein and Gubrium, 2008b:374-5). 
Creswell (2014:8) advises that ‘social constructionists believe that individuals seek 
understanding of the world in which they live and work’. This is appropriate in this case as 
care workers work in the care homes where residents live. In turn this can lead to 
categorisation determined by placing value on social constructs e.g. ageism in my study’s 
context (Coupland et al., 1991). Social constructionism helps the researcher to problematize 
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meanings created socially, further stretched and strained by context, and supports findings 
that are clearly positioned and contested with reference to active hierarchies and dominant 
views of the day. 
3.1.2 Qualitative Research 
From my social constructionist stance, I have chosen to work within a qualitative 
framework, which according to Creswell (2014:4) ‘honours an inductive style, a focus on 
individual meaning, and the importance of rendering the complexity of the situation’. In my 
study, where possible, I worked with data without well-defined predetermined categories; I 
focused on a small number of individuals (namely, two care workers and four residents) and 
attempted to unpick the complexity of the unfolding caring discourses and relational 
practice/work. However, I accept that a ‘healthy wariness’ (Guendouzi and Müller, 2014:10) 
is important in such an approach, as it is unlikely everything can be deconstructed and 
understood. Wisker (2008:66) supports this view and says that an inductive style ‘makes 
theory and contributes to meaning rather than testing theory and meaning’. 
Silverman (2013:103) notes that in ‘qualitative research, we tend to study how 
phenomena are ‘experienced’ (naturalism) or ‘constructed’ in people’s everyday activities 
(constructionism)’ which leads to the question, ‘What is going on here?’ A qualitative design 
can be both exploratory (Creswell, 2014:4; Dörnyei, 2007:39), explanatory (Dörnyei, 
2007:40) and interpretive (Dörnyei, 2007:40) amongst other strengths20, all which resonate 
with my setting and data in my study. Creswell (2014:20) also supports the application of a 
qualitative design when ‘the important variables to examine’ are not necessarily available to 
                                                             
20 Features of Qualitative research: Making sense of complexity; longitudinal study; flexibility in research 
design; provides rich material (Dörnyei, 2007:39-40); Natural setting; researcher as key instrument; multiple 
sources of data; inductive and deductive analysis; participant meanings; emergent design; reflexivity; holistic 
account (Creswell, 2014:185-6). 
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the researcher. In my case, the workplace setting i.e. care homes was a relatively new 
research site for me. 
At this stage in the research, where so much is exploratory a quantitative approach 
would entail making too many assumptions about the nature of the interactions concerned. 
Once some qualitative findings emerge, this could be the time to expand the project and 
seek to test out the findings in a much larger sample. Although I have two feet at present in 
the post-positivist paradigm, I could consider a more quantitative approach in the future.  
Critics of a qualitative design may say that it ‘sacrifice[s] scope for detail’ (Silverman, 
2013:105) or that ‘sample size and generalizability’ (Dörnyei, 2007:41) are of concern. 
Dörnyei (2007:41-42) continues by stating that qualitative research can also be accused of 
lacking rigour, paying too much attention to micro-details, taking too long to carry out, and 
that researcher’s role can be too subjective. Hamilton (1994:30) remarks that qualitative 
research can be seen as ‘idiosyncratic’, and therefore perhaps not replicable or reliable, but 
merely anecdotal. Sarangi (2005:385) warns us that in applied linguistics, if we seek to be 
relevant to the workplaces in which our research takes places, we must guard against being 
too macro and too micro. 
Wisker (2008:75) notes that ‘qualitative research is carried out when we wish to 
understand meanings, interpretations, and / or look at, describe and understand 
experience, ideas, beliefs and values’. In my study I need to understand how care workers 
and residents demonstrate care linguistically and make meaning in relational interactions, 
whilst completing tasks. I need to understand the underpinning experiences and 
motivations of the care workers, to better understand their actions and responses. 
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Hence a qualitative approach is best suited to this small and unique space. In this 
qualitative study I have explored ‘naturally occurring’ (Hamilton, 1994) care worker 
interactions with persons living with early stage dementia, when significant (length and 
comprehensibility) verbal communication remains. ‘The beauty of naturally occurring data is 
that they may show us things we could never imagine’ (Silverman, 2013:133). Qualitative 
studies display certain strengths according to Dörnyei (2007:39-40), they are exploratory, 
can make sense of complexity, are flexible and responsive to emerging themes, and can look 
deeply into the data collected. This study will draw on reflections from both the researcher 
and the participants, to jointly construct a deeper, ‘thicker’ and more meaningful 
understanding of the data, both from a contextual and interactional perspective.  
Qualitative workplace discourse research is inherently messy and evolves according 
to the relationships built up between the researcher and the research site. The strength of 
qualitative workplace discourse research is that relevant themes emerge from the 
immersion of the researcher in the workplace context and from the data collected: the 
workplace itself can determine, shape and deepen the recruitment process and subsequent 
findings. Hamilton (1994:30 citing Moody, 1989:228) suggests that ‘qualitative data returns 
us to ‘the things themselves’ and to realities’, in other words, brings us closer to the data. 
Silverman (2013:120-122) suggests that we need to position our research approach 
where we feel most comfortable. I subscribe to Guendouzi and Müller’s (2014:8-10) 
summary of a qualitative researcher, being a ‘learner’ who is a partner and collaborator with 
the research participants, is ‘open-minded’ and trusting that questions will emerge from the 
research process, aware of the ‘multiple realities’ in the data, interested in ‘processes more 
[…] than products’, ready for the ‘unexpected’ and lastly aware of the macro and micro 
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contexts. I like building relationships, a qualitative approach seemed the best way to reduce 
any overt social distance between me, the researcher and the research participants. In 
addition, I needed to balance my study around existing commitments and within a time-
scale and geographical reach that was achievable, practical and financially viable. This all 
pointed towards a smaller scale study. Wisker (2008:74-5) suggests that qualitative research 
is best placed to help us understand ‘meanings, beliefs and experience, which are better 
understood through gathering and interpretation of qualitative data’.  
Sarangi (2019:111) raises some further paradoxes for qualitative research, namely 
the epistemological paradox of how we know what we know, the questions we therefore 
ask and how we look at the phenomena before us, the balance between 
‘decontextualisation’ which the microscope metaphor embodies an ‘over-generalisation’ 
(Sarangi, 2019:113 citing Clarke, 2005:189). Secondly, he highlights the ‘dilemma of ‘rigour 
or relevance’ (Sarangi, 2019:114 citing Schön, 1983), being the dilemma of sacrificing some 
methodological rigour for practical relevance. I hope that being mindful of the need to 
evidence rigorously the micro-social interactions of the care worker and resident and at the 
same time demonstrate the connections to the wider context in which the interactions take 
place; I can go some way to mitigating these concerns. 
Ultimately, I subscribe to contributing and ‘if [I] possibly can, to [improve the] quality 
of life’ of care workers and those they care for in dementia care settings (Guendouzi and 
Müller, 2014:10), which leads me to taking an appreciative inquiry stance, as I discuss next. 
3.1.3. Appreciative Inquiry 
I take an Appreciative Inquiry (AI) (Srivastval and Cooperrider, 1986) stance, 
encouraged by Marsden and Holmes (2014) in their study of elder care home interactions in 
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New Zealand and John Kennedy (2014) in his care home inquiry for the Joseph Rowntree 
Foundation. Studies that follow an AI format should be ‘(1) appreciative, (2) applicable, (3) 
provocative, and (4) collaborative’ (Srivastval and Cooperrider, 1986:686). In practice I 
understand these terms to translate into my research practice as (1) respecting what 
appears to work well in the workplace, (2) have a practical relevance to the workplace 
setting concerned, (3) interrogate the data critically, and (4) work closely with research 
participants, involving them as much as possible within the constraints of time, knowledge, 
ability and most importantly, the requirements of independent post-graduate study. AI is 
primarily a tool used in organisational development activities, however using an AI lens for 
data analysis, introduces an optimistic turn, as opposed to a problem-based approach 
applied in much linguistic research. 
I have selected this approach for several reasons; firstly, I feel more comfortable 
(Silverman, 2013) and able to approach care homes to seek access to data with the 
emphasis on strengths and not weaknesses. Secondly, I believe participants will be more 
forthcoming and honest in their contributions if they recognise that the research aims to 
identify and highlight what is going well and to involve them as co-researchers in collecting 
and analysing the data. Thirdly, I have used this approach before in the workplace as an 
organisational development tool so have some familiarity with the concepts and practice. 
Finally, the approach gives me and other research participants’ permission to engage with 
and challenge the data and findings. 
Intrinsic to an AI approach is the principle that participants should play an active role 
in shaping and guiding the research which aligns with respecting the ‘personhood’ of care 
workers in general.  Iedema and Carroll (2014) in their reflections on ‘intervening in 
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healthcare communication’ also support the notion of ‘engaged discourse research’ (p.200). 
A participatory approach may also have benefits for the overall validity and reliability of the 
findings of the research. The concept of ‘co-researchers’ (www.dendron.nihr.ac.uk) and a 
participatory style (Hamilton, 1994) is supported by other scholars and researchers in the 
field of dementia care, namely Goodman et al. (2011:480) who recommend that the 
‘research process [be] a shared endeavour’. I anticipate, in the spirit of this approach, being 
able to offer something back to the care homes that I use for data collection. This has taken 
the form (so far) of volunteering at Care Home events, thank you tokens for the care worker 
participants, and self-disclosure on my part as the researcher. Next, I turn to the fourth 
concept, multidisciplinarity that informs my study. 
3.1.4 Multidisciplinary Study  
A multidisciplinary study as defined by Nicolescu (2005:3-4) fits well within the 
research paradigms already discussed above and my own experience and background of 
working and studying alongside healthcare professionals and public service interpreters. 
Nicolescu defines multidisciplinarity as follows: 
Multidisciplinarity concerns itself with studying a research topic in not one discipline 
only, but in several at the same time. Any topic in question will ultimately be 
enriched by incorporating the perspectives of several disciplines. Multidisciplinarity 
brings a plus to the discipline in question, but this “plus” is always in the exclusive 
service of the home discipline. In other words, the multidisciplinary approach 
overflows disciplinary boundaries while its goal remains limited to the framework of 
disciplinary research. 
Here my ‘home discipline’ is broadly applied linguistics in collaboration with social care.  
A multidisciplinary approach to research in dementia care settings is supported by a 
number of prominent scholars, namely Coupland and Coupland (1988), Grainger (1993), 
Makoni (1997), and Hamilton (2003, 2005). Hamilton (2005:234) urges that ‘multiple 
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disciplinary perspectives are necessary to a fuller understanding of the multifaceted nature 
of the relationships between language and Alzheimer’s disease’, which I support across the 
many manifestations of dementia. She explains that the complexity of the task demands 
that we reach out to any discipline that may help to refine and define the data in question. 
Makoni (1997) problematizes working with and learning from another discipline, 
namely gerontology, in his work on intergenerational talk and dementia in South Africa. He 
notes three challenges with a multidisciplinary approach, 1) Shared concerns may be just 
that shared, however the accepted means to solve them can be very different and require 
careful negotiations; 2) Dialogue between the research partners can be ‘extremely 
demanding’ (p.63) and does require an agreed standard of learning on both sides to work; 
and 3) Managing any conflicts that may arise between ‘expertise’ on the one hand and 
‘experience’ (p.63) on the other. Nevertheless, Makoni broadly supports the 
multidisciplinary approach when researching in eldercare settings, despite the drawbacks he 
mentions. 
Secondly, Iedema and Carroll’s (2014) work based in a Spinal Unit and an Intensive 
Care Unit presents a methodology for bringing discourse analysis techniques and in 
particular reflexive video-ethnography to the training of healthcare professionals. They 
recognise that for a range of reasons healthcare interventions are increasingly complex, and 
they suggest therefore that new ways are needed to analyse care procedures to reduce risk 
and increase the efficiency of care. Through researchers understanding better the 
‘complexity of care’, they may be able to support healthcare professionals to [tame] ‘that 
complexity’ (p.185). This example could be seen as an interdisciplinary project, transferring 
a methodology familiar in one discipline to the aid of another. It could even be an emerging 
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transdisciplinary project as it does seek to involve some of the stakeholders, i.e. the 
healthcare professionals in seeking solutions, adding further weight to my inclusion of a 
multidisciplinary stance. 
I draw on two linguistic methodological approaches, namely the Code of Practice 
(Hamilton, 2003, 2005) and gerontolinguistics (Makoni, 1997) (see Section 2.4.3 and 2.4.4 
respectively). Hamilton advocates that research in dementia care settings be data driven 
(p.225) and encourages co-research relationships and participation in the research site. She 
describes several approaches to tackling analysis of naturally-occurring data, the one that I 
follow here is ‘the dance’ metaphor. In that, analysis of data collected in dementia care 
settings pay attention to adaptation strategies, ways in which care workers and residents 
adopt complementary styles rather than conflictual styles, where care workers in particular 
seek to maximise the other’s interactional potential and finally, where the contributions of 
both care workers and residents and deemed significant. 
Secondly, in an African context, Makoni (1997) and later Makoni and Grainger (2002) 
introduce gerontolinguistics. Here I draw on their attention to discourse and context, in my 
analytic framework and their promotion of the importance of multidisciplinary research. 
Guendouzi and Müller (2014:2) raise some cautions with regard to multidisciplinary 
research, or in their context interdisciplinary, in that although such an approach can afford a 
‘rich tool kit’ of methods and frameworks, if these become too dislocated from their 
‘philosophical backgrounds’ then only partial conclusions may be reached. 
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3.1.5 Workplace Research 
My fifth methodology informing concept is the workplace, as Sarangi and Roberts 
(1999:1) note ‘workplaces are held together by communicative practices’ and conclude that 
‘great chunks of our lives’ are spent in the workplace and for this reason alone ‘we need to 
know more about communicative practices which make work work’ (Sarangi and Roberts, 
1999:43, my emphasis). Thus, much linguistic research has long been commonplace in the 
workplace, such as education, business, and healthcare settings. Increasingly other settings 
have collaborated in linguistic inquiries, e.g. legal / police settings (Rock, 2015), and courts 
(Atkinson and Drew, 1979 cited by Sarangi and Roberts, 1999:7) and are expanding the 
remit and influence of linguistic research beyond workplace talk and interaction into 
professional identity construction, written discourse including the use of email (Holmes, 
2009). These settings are widely reported as investigations of ‘professional discourse’ or as 
Sarangi and Roberts (1999:15) explain have ‘identifiable linguistic features which are not 
only durable, but also legitimate and authoritative’.  
Social care is both economically and socially, regarded as the ‘cinderella’ service 
alongside its ‘big-sister’ service healthcare. In other words, fewer resources are allocated to 
social care services as opposed to the healthcare services and subsequently, the public 
recognition of the role of workers in social care has less status than that of healthcare 
(although this may be changing). For example, we have many TV and literary dramatizations 
set in healthcare environments and lamentably few in social care environments. Professions 
are characterised by a body of knowledge, ‘high degree of internal organisation’, ‘concern 
for the public interest’ and specialist terminology and ways of presenting knowledge 
(Sarangi, 2005:381). I would add to this a higher education requirement and often lengthy 
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professional ‘apprenticeship’. It is arguable that social care work is viewed as vocational 
rather than professional, thus further devaluing it, even though it shares most of the criteria 
described by Sarangi (2005). 
 Professional discourse studies based in a range of workplaces can be (1) descriptive 
and genre based, (2) interpretive and / or (3) problem-centred (Sarangi, 2005:381-2). This 
study sits well within the descriptive and interpretive categories. Holmes differentiates 
workplace discourse as broadly being ‘meeting talk’ or ‘service encounters’ and ‘specialised 
occupational genres’ (2009:7-9). The interactions of care workers seem to incorporate 
aspects of both service encounters (they provide personal services to residents) and 
specialised occupational genre, as the service is specific to the needs of the residents and 
the situated context of the Care Home. 
Workplace research necessarily involves engagement with another professional 
group, be they lawyers, doctors, managers, teachers, or as in this case, care workers. 
Sarangi (2019:113) advises that we foster an atmosphere of ‘mutual trust and respect as 
well as reciprocity of perspectives [with our colleagues to ensure] collaboration across 
boundaries’. If at the initiation of workplace research we can agree that ‘our goal is the 
same as [our collaborators]: the more effective delivery of health care’ (Sarangi, 2019:114) 
or in this case social care, we can be more confident of achieving ‘ecological validity’ 
(Cicourel, 2007 cited by Sarangi, 2019:115). Sarangi (2019:115) suggests we can expect the 
best results if we ensure an ‘affordable presence of the researcher; reciprocity of 
participants’ and researchers’ perspectives; joint problematisation; thick participation in the 
data gathering process; collaborative interpretation of data; and the provision of hot 
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feedback’. I have attempted here to keep all these points in mind, whilst conducting my 
study, alongside the limitations of post-graduate research. 
Sarangi and Roberts (1999:40) support the approach that workplace research should 
be ‘more integrated’ and collaborative or a ‘joint enterprise’. This reflects my approach and 
purpose in carrying out research to ‘contribute to social change and to [work] towards 
better and more equitable work practices’ (1999:40). To make a difference I have chosen to 
explore enactments of care that support the well-being of both the care workers and 
residents (Keating et al., 2013). 
3.1.6 Researcher’s Background  
My world view begins with my own upbringing, being one (with hindsight) of 
privilege and advantage, and at the same time grounded in social justice and human rights. 
This has led me to want to utilise that privilege and advantage to influence concerns where 
social justice and human rights are compromised. I have long had an interest in language 
and those who use language in a professional or vocational capacity. I believe that language 
and what we do and achieve with and through language, is hugely underrated by employers 
and service users, which in turn can lead to poor pay, in some cases high staff turnover and 
low expectations of service delivery (Brophy et al., 2009, unpublished). I view care workers 
as primarily, ‘communication workers’ (personal communication, Alison Wray, 2012) and 
thus conclude it is important to investigate and explore the complexity of their 
communicative tasks. 
This study highlights two social injustices, namely the often-reported poor 
experience of care home residents (e.g. BBC 2, 2009) and the equally unsatisfactory work 
experience of care workers (e.g. Duffy, Oyebode, and Allen, 2009; Walsh and O’Shea, 2010; 
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Barnes, 2012). For me this is the starting point for research, ‘what difference does it make’ 
or trying to answer the ‘so what question’. This informs my choices and the research gaps I 
identify. Indeed, I believe that the subconscious selection of the gap and the more conscious 
selection of the research question, then lead directly to an alignment with the relevant 
epistemologies and ontologies. However, of course as mentioned earlier the epistemologies 
and ontologies to which we subscribe, consciously or unconsciously inevitably influence our 
choice of questions. So, the relationship between research questions and choice of 
epistemologies / ontologies is more symbiotic and evolutionary than linear or causal. 
I also attempt to emulate Hamilton’s (2005:224) approach as a participant-observer. 
She followed Kitwood’s (2005:224 citing Kitwood 1988:176) call for a ‘“personal research 
approach”’. This means working ‘interpretively and empathetically’ (2005:224) and seeking 
to see the situation under scrutiny from within. Hamilton’s (2005:225) longitudinal case 
study of ‘Elsie’ was ‘highly data-driven’. This approach I again attempt to emulate, with my 
only predetermined category to find examples of what seems to work in a relational sense. 
However, researcher bias will always be there, in our previous life experiences, our political 
and social beliefs, as well as the opportunities, relationships and connections that come in 
our path. In my case, if it had not been for the questions raised with me by my late 
neighbour, Mrs Margaret Rider who lived in a nearby care home and who became my 
friend, I may never have embarked on this line of study. 
3.2 Research Design  
In this section I describe the data sample and sampling strategy, the data sets, and 
the data collection process. This primarily is a descriptive section of what I actually did and 
reflections on any practical issues I encountered during the data collection phase. Building 
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on a qualitative and Grounded Theory approach, the original shape of the project changed 
slightly as feedback was received e.g. from supervisors, formal supervisory meetings, other 
colleagues and when new sources of information became available e.g. textual materials, 
research participants. The original scope of study, to investigate private interactions, 
however did not change. 
3.2.1 Data sample 
In order to explain not only what is going on but how activities are achieved, and 
furthermore to find out what care workers actually do rather than what they say they do, 
choosing to record ‘naturally occurring’ data was the obvious place to start. In order to 
begin to understand why the interactions unfold as they do I needed to complement the 
recordings by cross-referencing the primary data with other data sets e.g. scoping 
interviews and care home documentation. I then sought to interpret the data using 
feedback from the care worker participants, alongside my own etic observations.  
Therefore these ‘naturally occurring’ data sets contributed to better understanding 
these ‘micro’ social interactions of the care worker and resident. Interview data may reveal 
what ‘participants say they believe or do’ (Edley and Litosseliti, 2010:173), whereas, in the 
main, ‘naturally occurring’ data is just that, a ‘warts and all’ data set. It also means that the 
interactions recorded are ‘meaningful’ (Hamilton, 2003:575) to the participants and have 
not been imposed by the researcher. Interview data can be helpful to enter the world of the 
participants (Edley and Litosseliti, 2010:157). Ethnographic observations contribute to 
Sarangi’s (2007:573) call for ‘a sustained involvement in a research site’, which he terms as 
‘thick participation’ without which ‘a threshold for interpretative understanding’ cannot be 
obtained and supported by Creswell (2014:12). In the introduction to this chapter I referred 
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to the gap in the literature of the ‘private space’ as a space where social interaction 
potentially takes place between care workers and resident. This space is small, both 
physically (room dimensions in care homes visited by the researcher are often the size of a 
small bedroom in a domestic setting / personal observation) and in terms of time (personal 
observation). Despite care workers having frequent interactions with residents in their 
private rooms for a range of reasons e.g. bringing a cup of tea, getting dressed, checking on 
medication, these episodes are relatively short, between a few moments to 15 minutes 
(Participant # 00721). 
3.2.2 Sampling strategy and sample size  
My approach to sampling was ‘purposeful’ (Silverman, 2013:148-50), ‘deliberate’ 
Goodman et al., 2011:481), ‘theoretical’ (Silverman, 2013:150-154; Glaser and Strauss, 
1967:45-77) and focused on specific events, also known as ‘event sampling’ (Makoni and 
Grainger, 2002:812). ‘Purposeful’ in that I chose my sample to ‘illustrate[…]’ (Silverman, 
2013:148) positive representations of care in care worker social interactions and to ensure 
that the data gathered were ‘most likely’ (Denzin and Lincoln, 1994:202 cited by Silverman, 
2013:148) to demonstrate these features. ‘Deliberate’ in that like Goodman et al. 
(2011:481) I sought care homes with ‘a favourable assessment’. The sample was 
‘theoretical’ in that I sought to demonstrate evidence of Relational Practice (Fletcher, 2001), 
relational work (Locher and Watts, 2005) and social care frameworks, such as Relationship-
centred care (Tresolini et al., 1994). Also, I was able to take decisions during the data 
collection to increase or cease data collection; unlike a statistical approach I had no pre-
determined sample size. A third feature of ‘theoretical sampling’ is the inclusion of a 
                                                             
21 Comment from Scoping Interviewee #007. 
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‘deviant case’ (Silverman, 2013:152), which my small sample size, in part due to logistical 
constraints, did not specifically include, although, one participant could be said to be a 
‘deviant’ case at some level (see Appendix 06 Resident participant profiles, Harold). By 
selecting ‘good’ or at least recommended Care Homes, I was able to put into practice this 
method of sampling, as the general public’s expectation and literature examples highlight 
poor, or perhaps only satisfactory examples. Finally, I chose to follow Makoni and Grainger’s 
(2002:812) style to ‘event sample’ the interactions, so all interactions took place in the 
resident’s private room, mostly at the beginning or end of the day i.e. getting up and going 
to bed routines. 
I also needed to be pragmatic about my sample, so the data sites needed to be 
‘accessible’, I chose this to mean within an hour’s travel time (Goodman et al., 2011:476) 
from my home base. There is rightly an increasing interest in the literature of the globalised 
nature of the workforce (Walsh and O’Shea, 2010) and the multilingualism in dementia care 
(Plejert et al., 2017). However, I did not specifically seek care workers from any ethnic 
minority, as I was wary, as Phillips (2007:101) says of ‘defining people solely in terms of their 
ethnicity’. Makoni and Grainger (2002:808) also found that ‘institutional forms of talk may 
be found to transcend national cultural barriers’. Backhaus (2009) has also found in his 
report on politeness in a Japanese eldercare setting, that it was perhaps the shared 
institutional characteristics of the care home, rather than any cultural attributes of the 
carer, that informed care workers’ interactions with residents (noting that Backhaus’ sample 
was limited). In other words, care workers and indeed all research participants are a sum of 
more than their ethnicity. Rather in order to address Gentile’s (2008) concerns of research 
findings being skewed because they do not sample participants who are trained and 
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experienced, my criteria for care worker selection was that they should be experienced and 
recognised by colleagues.  
With resident participants, there were only three criteria, one that they should have 
some form of dementia diagnosis (this was accessed by care worker participants from 
residents’ care plans). Secondly, that they were able to communicate verbally and finally 
that they were able to give their consent. I give a full explanation of how consent was 
gained in Chapter Four (Methodology (2): Research Methods and Tools). 
Data samples were also selected with regard to the types of information required in 
order to answer the research questions. To find out more about what is going on in care 
worker – resident social interactions, audio-recordings of these interactions were essential. 
In summary I recruited 10 scoping interviewees (as part of ‘thick participation’ and 
data site selection activities), two care homes, two care worker participants (a total of three 
care workers were recruited however one care worker withdrew, as a consequence of her 
leaving her post), and four resident participants to the study. The number of resident 
participants depends very much on the capacity to consent and guidance from and in 
negotiation with each care home. A recent study addressing similar concerns in New 
Zealand eldercare facilities (i.e. Marsden and Holmes, 2014:20-21) recruited ‘two eldercare 
establishments’ and ‘nine care givers’. In Hamilton’s (1994:33) seminal case study, she 
recorded 14 separate conversations with ‘Elsie’ totalling 264 minutes.  
In a larger, longer study the inclusion of other ancillary staff e.g. hairdressers, who 
work regularly with residents would add value and depth, as these workers may experience 
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more prolonged and more focused opportunities (i.e. they are not distracted by other care 
duties during the hairdressing actions) for ‘sustained interaction’ (Ward et al., 2008:637). 
3.2.3 Selection of Data collection sites 
To create a short list of potential data collection sites I collected recommendations 
from a total of 10 scoping interviewees and set up a table with good practice selection 
criteria including award of quality marks and Care Quality Commission (CQC) inspection 
records (see Appendix 07). In July 2015, an early contact (with exceptional access to care 
homes) I met in the search for participants and suitable care homes died following a short 
illness. I felt unable at that stage to trouble the organisation further when they were clearly 
under pressure to run the organisation and cope with their bereavement. Following a 
telephone conversation and an invitation to a memorial meeting, I met another senior 
colleague in the organisation who agreed to follow through on the promise made by her 
deceased colleague to advise me on refining and narrowing down the list of care homes to 
approach as participants in the study. 
As mentioned above I practised a purposeful selection of care homes with a 
‘favourable assessment’ (Goodman et al., 2011:481), I needed them to be accessible (within 
an hour’s travel distance from my home), leaders in their field (recommended by CQC and 
other local providers) and that they provided dementia care services. On my data site 
selection table, I recorded the personal recommendations I collected via the scoping 
interviews for care homes to approach in the study locality. In addition, based on an online 
search I identified the following good practice indicators established by external bodies: the 
Dementia Quality Mark (awarded by [name of city] City Council now no longer functioning), 
Care Quality Commission (CQC) score of Good or Outstanding in all 5 measures, an Investors 
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in People certificate, registered as a ENRICH Research Ready Care Home22, the Butterfly 
Quality Mark award (for a summary of Quality Marks for Dementia Care see Appendix 03), 
contact and activities sessions provided by an expert activities provider, availability of an 
Admiral Nurse (specialists in dementia care) and recognised as a Quality First care home by 
the National Care Forum.  
Next, I shared my list of 23 recommended care homes with the senior employee 
(already mentioned above) in the charitable organisation founded and run for over 5 years 
by the deceased advisor (see above) and based in the study locality. Following a telephone 
conversation, the list reduced to 4, possibly 5 potential sites. Fortuitously, I also prepared 
and participated in a workshop presentation for care home staff (access being facilitated by 
one of my supervisors) and this also led to the recruitment of one of the care homes. 
I planned to recruit 2 to 3 Care Homes of differing sizes and organisational type to 
participate in the study. In fact, the two homes that I approached and that met my criteria, 
in the end were similar type organisations. In a larger and more resourced study, working 
with a range of types of care homes could be both desirable and advantageous to the 
research questions. The two care homes I recruited, I shall call Autumn Leaves and Summer 
Roses. 
3.2.4 Selection of Research Participants 
I took a three-stage approach to recruiting participants. The first stage involved 
identifying, selecting and then confirming the participation of care homes. The second stage 
                                                             
22 Enrich Research Ready Care Homes Network is a scheme operated by the National Institute for Health 
Research to enable and encourage care homes to participate in research for the wider benefit of those living 
with dementia in a co-production approach between researchers, residents and care homes 
(https://enrich.nihr.ac.uk/research-ready/). 
Discourses of care 
115 
 
was the identification of potential care worker participants. The third stage involved care 
workers assisting in identifying potential residents to participate, according to their capacity 
to consent and the ability to participate during the study time constraints. I cover consent 
actions in Chapter Four in a section on Ethics. 
I asked for care workers who were willing to volunteer to take part in the research, 
to present a more inclusive and less divisive style. At ‘Autumn Leaves’ this request came via 
the care home manager, at ‘Summer Roses’ this came during a workshop presentation. I 
asked the selected care workers to suggest residents that might be approached and then a 
briefing followed with the identified potential participants. Secondly, my preference was 
that care workers should also be well trained in dementia care to at least NVQ level 2, 
preferably at a higher level and also have substantial work experience and be recommended 
by a senior member of staff to take part in the research (Gentile, 2008), to avoid 
unnecessary disturbance to the data of low-level training and experience. For a detailed 
explanation of the actions I took to recruit the care homes, care workers and residents see 
Appendix 08. Next, I describe in detail the data collection sites or care homes, the two care 
worker participants and the four care home residents.  
3.2.5 Description of Data Collection Sites  
I collected data at two (carefully selected, see Section 3.2.3) care homes with the 
assistance of two care workers, the first in an urban location and the second in a semi-rural 
location. I shall call them ‘Autumn Leaves’ and ‘Summer Roses’ respectively, Table 3.1 Care 
Home Data Collection Sites gives a summary of these two sites. 
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Table 3.1 Care Home Data Collection Sites 
 Type of 
Organisation 







Registered Charity  
(one site of several 












      
Summer 
Roses 
Registered Charity  
(one site of several 









Source: Care Quality Commission: Autumn Leaves (30.01.17), Summer Roses (07.07.15) 
3.2.5.1 Autumn Leaves 
I first visited ‘Autumn Leaves’ Care Home in Monday 14th November 2016, when I 
completed the first of four, 3-hour ethnographic observations. ‘Autumn Leaves’ is a 
purpose-built home managed by a not-for-profit organisation with over 75 years of care 
experience. Its services include dementia care, help at home, day centres, reablement, 
extracare, care and nursing homes. Its umbrella-company owns four care homes.  
‘Autumn Leaves’ opened in 1997 and offers care to up to 66 adults over 65 years of 
age. It is situated in an urban suburb and has a small garden and two outside patio areas. 
Internally it is clean and brightly decorated, with displays in all communal areas which 
reflect the interests of the residents for instance planes, sport, local sites of interest and 
sometimes the interests of the staff. For example, there was a display depicting the 
Philippines (several staff were originally from the Philippines). These displays were also 
designed to stimulate the senses visually, and through touch and sound. The premises are 
divided into four smaller units each with a recognisable identity. Residents reside in the unit 
which best suits their needs. The services provided at ‘Autumn Leaves’ include personal care 
Discourses of care 
117 
 
i.e. support with the activities of daily living, washing, dressing, eating and toileting, and 
care for those with physical disabilities e.g. mobility. It is also a recognised centre for 
dementia care. ‘Autumn Leaves’ is recognised by the Care Quality Commission as a care 
home specialising in dementia care and also follows the Dementia Care Matters quality 
mark and is a Butterfly Service Registered Home (see Appendix 03 for a summary of Care 
Home Quality Marks).  
 ‘Autumn Leaves’ offers a wide range of activities some led by external activity staff 
e.g. keep fit, dance therapy, taking care of hens and some by internal staff e.g. bread 
making, and karaoke. Some activities stimulate physical well-being and others mental 
health, socialisation and general enjoyment.  
‘Autumn Leaves’ most recent Care Quality Commission report of December 2019 
retains its Outstanding rating awarded in January 2017, the highest possible rating. The 
Manager was awarded Inspirational Leader of the Year 2016 at the National Dementia 
Awards and the home also has achieved the Quality of Life award at the highest level, the 
Gold Standard Framework award for End of Life care and has a Level One Dementia Care 
Matters Butterfly Service Award. They operate a person-centred approach to care putting 
the five Person-Centred criteria (Kitwood, 1997) into practice, namely providing occupation 
and purpose, attachment and sense of belonging, comfort, identity and inclusion. 
3.2.5.2 Summer Roses 
‘Summer Roses’ the second data collection site was located just over an hour’s drive 
from both my home and workplace. I first visited ‘Summer Roses’ on Wednesday 5th July 
2017 when I introduced the research to the Manager of the unit and the carer I had met at a 
pre-conference workshop in April at the Head Quarters of the care home. The care worker, 
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‘Imogen’ had been a participant (see details of carer participants in Section 3.2.6) at the 
workshop where I had presented my study and some of my findings, and had volunteered to 
participate, once the agreement of her manager had been received.  
‘Summer Roses’ is a 73-bed specialist care home for people living with dementia. The 
premises are ‘an award-winning design, the facility consists of inter-linked bungalows built 
in a circle around a central garden, complete with a clubhouse’ (Summer Roses publicity 
material collected during initial visit). The unit is part of a larger complex of retirement 
homes adjacent to ‘Summer Roses’ and is part of a larger not-for-profit charity which has 
provided care for older people and disabled people in the local region since 1925. It offers 
care and support to ‘over 900 individuals’ (‘Summer Roses’ Information Leaflet). The site 
was located in a semi-rural setting a 30-minute drive from the nearest large town. 
I didn’t observe any particular activities at Summer Roses; nevertheless, I heard 
discussions about activities that took place in the clubhouse (a shared activities room 
accessible to all the dementia units at Summer Roses), such as sing-alongs, film shows and 
other entertainments. Other activities include musical memory singing, themed dances, 
walks, ‘moving matters’ (gentle chair-based exercises), art and craft sessions, poetry and 
music sessions (provided by an external agency), afternoon tea parties, church services, and 
pastoral case sessions (reported by ‘Orla’, the care worker participant). 
In 2015 ‘Summer Roses’ achieved an overall Good (and Good in all 5 assessment 
categories) following a CQC inspection. The unit in which the observations and recordings 
took place received a Rose Award in 2017 with an ‘outstanding’ rating for caring across the 
whole organisation. The Rose Award is an in-company award where nominations are made 
by staff, volunteers and relatives of residents. 
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Next I introduce and describe in detail all the research participants, including the 
scoping interviewees, the care worker participants and the resident participants. 
3.2.6 Description of research participants 
 In this section I describe the number of participants, how they were recruited, where 
I met them, and what data collection methods I used. I also describe their personal and 
professional profiles. 
3.2.6.1 Scoping Interviewees 
I conducted 1023 scoping interviews (see Appendix 09 Scoping Interviewees profiles) 
as part of my ‘immersion’ process to familiarise myself with dementia care and also to 
inform the data site selection. These took place between April 2014 and February 201624  in 
a variety of locations, coffee bars (Scoping Interviewee #001, #004, and #007), my university 
study room (Scoping Interviewee #006 and #009 ), in the interviewee’s own home (Scoping 
Interviewee #005, #010), and at the interviewee’s own workplace (Scoping Interviewee 
#002, #003 and #008). The interviews lasted from one hour to an hour and half. All 
interviews were transcribed by myself and prepared for analysis, anonymising the written 
versions and removing any references to locations, names of organisations or dates.  
In most cases during the collection process I had privacy and quiet, and the 
interviewees were not struggling for time. In two cases (#004 and #007) the background 
                                                             
23 Scoping Interviewee #002: died during the course of my study and retrospective consent was not available. 
Data from this interview has been destroyed. 
24
 Two years may appear a long time in a research plan, as my mode of post-graduate study was part-time and 
during this phase I also completed my ethics application for the core data collection in the care homes, the 
time was used appropriately. 
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noise of the coffee bar in which the interview took place did make the recordings more 
difficult to transcribe and, possibly, also distracted me from my task. 
I contacted these informants in various ways; through recommendations from two 
of my supervisors, from former UWE post-graduate students who were also personal 
contacts of mine, from attending and meeting relevant people involved in the care home 
work and research at local training, conference and network events. Finally, I also identified 
potential interviewees, via an online search of relevant local public and voluntary sector 
contacts in the location of the study. The interviews were semi-structured and all but the 
first three were audio recorded with the consent of the informants (see Section 4.3.2 on 
ethics for details of the consent process). The interviews were transcribed and copies sent 
to the informants for their approval 
3.2.6.2 Care Worker Participants 
I recruited a total of three care workers, one (‘Tessa’) at ‘Autumn Leaves’, and two 
(‘Imogen’ and ‘Orla’) at ‘Summer Roses’. A second potential care worker at ‘Autumn Leaves’ 
was identified. In feedback from ‘Tessa’, however she reported that ‘she did not want to 
take part as she was worried about making a mistake’.  
Care worker participants were volunteers, were not selected by me, and were 
encouraged by the Care Home Managers to participate. This was important, in that it 
indicated that these care workers were confident about their practice, keen to share and 
learn, and were not under any pressure to participate. Although being confident does not 
guarantee competence in practice, it is perhaps more likely that the care worker would be 
competent than not. Care worker participants were also made fully aware of the time-
commitment required. I took three steps to recruit the care worker participants. Firstly, by 
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identifying care homes that met my criteria (see Section 3.2.3). Secondly, I explained my 
study to the Care Home managers in the data collection sites and gave them an information 
sheet (see Appendix 10 Information Sheet for Care Homes) which they could share with 
colleagues. In my scoping activities early on in the study, I understood the importance of 
keeping Care Home managers informed and aware of likely participants and that they 
should be comfortable to endorse the volunteer. In my brief observations of the care 
worker and care home manager relationships, I noted that these were positive, and there 
did not appear to be any coercion or pressure from the manager. At ‘Autumn Leaves’ the 
Care Home manager suggested two possible participants, and one care worker (‘Tessa’) 
after a briefing meeting agreed to join my study. It was made clear to Tessa that she did not 
need to participate and could withdraw at any time. At ‘Summer Roses’, I met one care 
worker participant (‘Imogen’) at a workshop I had facilitated (Imogen volunteered straight 
away and her participation later confirmed at a meeting with Imogen and her manager). The 
second, ‘Orla’ (who actually completed the study) was recommended by her Care Home 
manager. I met Orla separately to ensure that she understood the project and again 
ensured that she understood she did not need to participate and could withdraw at any 
time. Each care worker received a copy of the Information Sheet (see Appendix 11). Consent 
forms (see Appendix 13 Care Worker Consent Forms) were completed at an initial briefing 
meeting. For a summary of the care workers’ profiles see Appendix 14. 
3.2.6.3 Resident Participants  
Following a discussion with the care worker participants about the criteria 
requirements of resident participants (see Section 3.2.4), the care worker participants 
selected residents that they felt comfortable to work with and who retained sufficient 
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linguistic capabilities to engage in interactions with the care worker (see Appendix 08 for a 
detailed description of the recruitment and selection process). This was important from a 
theoretical and ethical standpoint, involving the care workers as co-researchers and not 
imposing external categories. All resident participants had a dementia diagnosis or 
dementia-like symptoms recorded in their care plans, which were reported to me by the 
care workers. See Section 4.3 on ethics, for a detailed explanation of the assessment of 
capacity to consent and the consent process.  
I recruited four residents, two at ‘Autumn Leaves’, ‘Nora’ and ‘Yvonne’ and two at 
‘Summer Roses’, ‘Harold’ and ‘Queenie’. Like Hamilton, (1994:32) who used the first name of 
her participant, Elsie, ‘to reflect the situation’ at that particular care facility. I have chosen 
pseudonyms carefully to reflect the essence of the individual resident participant. For a 
summary of resident participants’ profiles see Appendix 06. Next, I describe the purpose of 
each data set and the data collection schedule, what I did and when and explain any 
constraints I encountered in this process. 
3.2.7 Data: Purpose and schedule 
In Table 3.2 Data Sets and Purpose, I explain why I collected the different data sets 
and what they contributed to the overall research design. Table 3.3 Schedule of Research: 
Data Collection displays what, when and how long it took to collect the data for my study. 
Each data set is described and explained in Section 4.2. January 2014 was the registration 
date of my post-graduate position. 
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Table 3.2 Data Sets and Purpose 
Data Set Purpose 
Scoping Interviews To immerse myself in the care home world; to gain insights about 
local care homes and recommendations of data collection sites; 
to gain insights into how best to access data sites; to inform the 
methodological design; to better understand the world of the 
care worker and caring practice; to explore the benefits and risks 




To gain a ‘thick description’ (Smart,2008:58) of each care home; 
to build trust and relationships with care workers and residents; 
to build familiarity and thus make research seem less frightening 
Profile Questionnaires To gain an understanding of the life and work stories of each 
research participant; to better understand care workers’ 
motivations  
Audio-recordings To gather evidence of linguistic strategies used by care workers 
during personal care tasks 
Discourse-based 
interviews 
To gather care workers’ ‘tacit knowledge’ of their linguistic 
strategies used during personal care tasks 
Textual Materials To build a fuller picture of the care homes studied, to back up the 
selection of the data sites. 
 
 My first observation is that the data collection process took a lot longer than I 
anticipated in my original research proposal. There were a number of reasons for this some 
due to my personal circumstances, balancing part-time study and part-time work, as well as 
caring for family members. Other reasons include the nature of the participants themselves, 
for example, care workers worked shifts and so were not necessarily available when I was 
available, they could be transferred by Managers to cover other units where the resident 
participants did not reside (this occurred at ‘Autumn Leaves’ on several occasions), which 
meant they were unable to complete recordings with the resident they had selected. In 
addition, the resident participants were sometimes ill, and so recording would not have 
been ethical. 
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Table 3.3 Schedule of Research: Data Collection 
2014 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 
Scoping 
Interviews 
   
#001
#002 







2015 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 
Scoping 
Interviews 
    #008      #009  
2016 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 
Scoping 
Interviews 
 #010           
Observation
s 
         @AL @AL @AL 
Consent 
Actions 
           @AL 
Audio - 
recordings 
           @AL 
2017 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 
Observation
s 
      @SR      
Consent 
Actions 
@AL      @SR    @SR  
Audio-
recordings 
@AL @AL @AL @AL       @SR @SR 
Carer 
Interview 
        Tessa    
2018 Jan Feb Mar Apr May June July Aug Sept Oct Nov Dec 
Audio-
recordings 
@SR            
Carer 
Interview 
  Orla          
Key: AL = ‘Autumn Leaves’; SR = ‘Summer Roses’; N= 17 (research participants; scoping 
interviewees, care workers, residents).  
A second observation is that for logistical reasons, I preferred to work with one care 
home at a time; it was easier to manage the paperwork, and schedule the visits around my 
other commitments. It also meant I could start the transcription and analysis process earlier, 
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which fed into university and conference presentations and gave me a feeling of 
achievement and progress.  
Thirdly, a neat timeline was unrealistic as I was dependent on others to collaborate 
in many ways to facilitate the research, such as gaining access, gaining consent, arranging 
visits, responding to phone messages and giving up time to participate. 
3.3 Alignment of Research Approach, Design and Methodology 
Table 3.4 Research Methodology Alignment summarises the relationships between 
the research approach, design and methods.  
Table 3.4 Alignment of Research Approach, Design and Methodology 
(Adapted from Figure 7.2 Silverman, 2013:107; Table 1.1, Creswell, 2014:6/8-9; Copland and 
Creese, 2015) 
Research Approach Research Design Research Methods 
Understanding of everyday 
worlds and ‘what’s going 
on’ 
Attention to micro, meso 
and macro perspectives of 
dementia care 
Analysis of social interaction 
 
Multiple participant 
meanings and ‘tacit 
knowledge’ (Odell et al. 
1983: 221; Sarangi 
2005:375) 
Views sought from care 





Historical and Social 
Perspectives 
Focus on context of care 
and care workers and 





Care Home Documentation 




First-hand and carer accounts 
Fictional accounts (books / 
films) 
Theory Generation Use Grounded Theory as 




Enter analysis with an open 
mind 
Theoretical sampling 
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Research Approach Research Design Research Methods 
Interpretive ‘how’ meaning 
is created subjectively 
Researcher’s Reflections 
Data analysis – Discourse 




Researcher’s field notes 
Discourse-based interviews 
Focus group with interviewees 
Focus on Social interaction Carer Workers and 
Residents during routine 




Deductive Refer to Relational Theory, 
Dementia care frameworks 
and Care guidelines 
Use predetermined codes from 
Relational Theory and other 
frameworks to triangulate 
findings 
Inductive Multiple data sources Develop open, axial and 
selective coding during analysis 
Revisit and revise numerous 
times 
The first column of Table 3.4, Research Approach summarises the conceptual level of 
my research. The second column Research Design explains the shape and scope of my study. 
Thirdly the column named Research Methods demonstrates the research methods and 
research actions I used and which align with the design and overall approach. Overall 
constructionism sits comfortably with Grounded Theory and Discourse Analysis (Glaser and 
Strauss, 1967; Silverman, 2013:107; Creswell: 2014:12) which also feature as part of my 
overall methodology; in fact Silverman (2013:110) maintains that Discourse Analysis is 
committed to a constructionist model. 
3.3.1 Changes to the Research Design 
In my original design I planned to distribute questionnaires to a wider group of 
homes to contribute to the scoping process on dementia care. This is an action I did not do. 
Secondly, I intended to ask care workers to maintain a ‘communication journal’ of their 
interactions, in addition to or as an alternative to the audio recordings. However, once I 
observed how busy the care workers were, I decided against this action. In future it might 
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be possible to engage with carers undertaking NVQ or other vocational studies to complete 
such an activity in part fulfilment of their qualification, thereby avoiding an additional time 
imposition. Finally, as mentioned above I did not, as planned, gain insights from the resident 
participants. Due to the fact that two of the resident participants died during the time-
frame of my study, and secondly, too long a time-lag existed between the collection and the 
possibility of organising feedback interviews. In future studies, I recommend creating ring-
fenced time to complete minimal transcription of interactions, followed by resident 
interviewees scheduled as soon as possible after the recordings take place. 
3.4 Summary of Chapter Three and Introduction to Chapter Four 
In this chapter, I have documented my broad philosophical approach, alongside my 
own experience and background. In addition, I have explained the selection process and 
described both the data collection sites and the research participants. In Chapter Four, 
Methodology (2): Research Methods and Tools, I describe and justify the methods used to 
collect the data and describe in detail the different data sets. 








Methodology (2): Research Methods and Tools  
4.0 Overview of the chapter   
In this chapter I explain my analytic approach and my reasoning behind these 
choices. I then describe the research tools I use to collect my data.  Finally, I outline the 
ethical approach, the procedures I took to gain consent and ensure the safety and well-
being of all involved in my study. 
  I will introduce the theoretical concepts that I have drawn upon to inform my 
analytic approach (see Section 4.1), namely Grounded Theory (Glaser and Strauss, 1967), 
Interactional Sociolinguistics (e.g. Hamilton, 1994), and Linguistic Ethnography (Copland and 
Creese, 2015).  
I have taken an eclectic approach, as I struggled to find one single approach that met 
the features and needs of my study. My study has been data-driven, from the bottom up in 
other words ‘grounded’, however I do not anticipate the creation of new theory as Glaser 
and Strauss (1967) advocate. Furthermore, from my early immersion activities (see Section 
4.2.3) I was convinced that the context in which interactions took place required significant 
attention, hence the inclusion of interactional sociolinguistics and linguistic ethnography as 
strong reference points. These theoretical foundations assist in answering my research 
questions by giving ample opportunity to collect naturally occurring data of care worker/ 
resident interactions as noted in my Research Question 1, requiring attention and scrutiny 
of context taken up in my Research Question 2 and necessitating a reflection on the benefits 
of this approach to care practices as reference in my Research Question 3 (see Section 1.5 
for Research Questions). 
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4.1 Analytic Approach 
Research is not just about presenting a pile of data to an audience, it also involves 
the analysis and interpretation of the data collected and it is the researcher’s task to create 
a narrative or thread which makes sense of the data to others. To do this the researcher 
needs an analytical approach or framework.  
In summary I take an eclectic stance to my data analysis, drawing on several 
approaches. The analytic framework, incorporated within the research design, needs to 
align not only the approach (qualitative, quantitative or mixed) to the research questions, 
but also needs to ensure that the data collection methods generate suitable data to the type 
of analysis selected (Creswell, 2014:5). My study concerns both the context (Wood and 
Kroger, 1995:85) in which interactions take place and the interactions themselves, hence my 
need to engage with a method of analysis that looks beyond the word and sentence level of 
text and which references the environment of care and guidance for providing care which 
informs the interactions themselves. 
To begin with I will describe some of the underlying features of my analytic 
approach. Firstly, my research is inductive, in that it is data-led and ‘grounded’ (Glaser and 
Strauss, 1967). Inductive in that there were no predetermined codes or categories. Ward et 
al. (2008) in their study of patterns of communication in residential dementia care, noted 
the ‘limitations of pre-defined categories’ (2008:634-5). Exclusive categories would fail to 
cover the true picture. So, categories and themes emerged during the analytical process.  
At the same time, I recognise the ‘analyst’s paradox’ (Sarangi, 2007:579) that of 
being ‘peripheral but legitimate participants’, or in other words, how far can the researcher 
participant embed into the research setting without losing their analyst’s perspective and 
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resisting ‘the native bias that imposes taken-for-grantedness’ (Sarangi, 2007:580). Dörnyei 
(2007:253) insightfully notes that ‘in effect few, if any, researchers start data analysis with 
no initial ideas and biases’.  
My analysis takes an iterative (Dörnyei, 2007:243) form, being continuously revised, 
checking back and forth to the data, the literature review and field notes. In addition, I 
follow my intuitions, being as insightful as possible, whilst reflecting on the data within the 
context, constraints and affordances of the care home.  
Another underlying principle of my research is that I seek for it to be participatory in 
nature, a joint enterprise or shared endeavour (my ideal). As Cameron and colleagues 
(1992:22) have sought to promote in their ‘on, for, with’ approach. I can’t quite claim here 
to have fully achieved a ‘with’ design, in part due to the nature that PhD research which 
should be a product of the student alone. However, I have tried in small ways to be 
inclusive, act in a way that the research is a shared activity, a sort of ‘we are in it together’ 
style in my interactions with participants. 
Finally, my analytic approach is both descriptive (asks what questions) and ‘aims to 
find out more about a phenomenon and to capture it with detailed information’ (Wisker: 
2008:71). It is also exploratory (asks what and why questions) which is ‘used when new 
knowledge is sought’ (Wisker, 2008:72). Thus, I look in detail at what is going on and 
attempt to explain why this matters. 
4.1.1 Analytic Frameworks 
I take a broadly discourse analytical approach and concur with Coupland et al.’s 
(1991:173) recommendation that a ‘more detailed discourse analyses’ of carers’ 
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interactional talk is required and Wood and Kroger’s (1995:82) support for the analysis of 
‘talk itself [as] the topic of interest’, in which context, the ‘cumulative effects of utterances’ 
(Wood and Kroger, 1995:85) and the notion that there is no single truth, is taken into 
account. Hamilton (1994) also supports an interactional sociolinguistics approach at a 
discourse level to research in dementia care settings. Further support for this approach 
comes from Coupland et al. (1991:177) who say that ‘discourse analysis can usefully 
characterize the routine procedures that constitute experiences of care and institutional 
life’. And as ‘discourse [is] a means of accomplishing social acts’ (Wood and Kroger, 
1995:83), or ‘what [we] do with words’ (Wood and Kroger, 1995:86), in my case here actions 
of personal care in the resident’s private room, this is approach is validated. 
Broadly I draw on linguistic ethnography (LE) (Copland and Creese, 2015) and 
interactional sociolinguistics (Gumperz, 2001) and recognise the ‘grounded’ (Glaser and 
Strauss, 1967) nature of my analysis. According to Creese (2010:138) ‘linguistic ethnography 
is a theoretical and analytical framework which [draws on] social constructivist and post-
structuralist […] [and] linguistic anthropology’ frameworks. LE is rooted in the work of Erving 
Goffman, Dell Hymes, John Gumperz and Frederick Erikson. Copland and Creese (2015:27) 
summarise the emergence of LE as filling a gap in linguistic enquiry, responding to the 
‘interdisciplinary’ turn in social sciences and promoting ‘research’ that works ‘with’ 
participants. Furthermore, LE supports the social constructionist viewpoint and the 
‘deconstruction of social categories’ (2015:27). Broadly speaking, ‘linguistic ethnography 
argues that ethnography can benefit from the analytical frameworks provided by linguistics, 
while linguistics can benefit from the processes of reflexive sensitivity required in 
ethnography’ (Creese, 2010:139). This allows for micro-analysis (including multi-modal 
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forms see Ward et al. (2008)) of what is said and for robust reflection on the context in 
which talk occurs. In my study, the emphasis on linking the macro and the micro and the 
‘bottom-up orientation to data’ (Copland and Creese, 2015:26) in LE is in alignment with my 
overall approach. 
Rampton (2007) sees LE very much as an interdisciplinary venture and ‘a site of 
encounter’ (2007:585) between more traditional and more current approaches. It requires 
attention to the ‘interface between language/text and situation/context’ (2007:589), or 
language, which attempts to ‘understand the social process that we are involved in’ 
(2007:599). Researchers in LE seek to achieve ‘analytic distance on what’s close-at-hand’ 
(2007:590) and in particular to pay attention to ‘‘topic-oriented’ ethnographies of specific 
types of professional interaction’ (2007:592), like my case here with care workers in 
dementia care settings. Rampton (2007:595) recommends combining ‘ethnography, 
linguistics and discourse analysis [as] particularly well-suited to understanding the 
intersection of communicative practice’. In summary, Creese (2010:139) points out that in 
LE ‘ethnography is […] enhanced by the detailed technical analysis which linguistics brings, 
while linguistics is […] enhanced by attention to context’.   
Hammersley (2007) raises several concerns about LE, and challenges some of 
Rampton’s assertions, namely that there is a tension between realist and constructionist 
paradigms and whether LE is methodologically sound, and exactly how is LE distinctive from 
other approaches.  
From interactional sociolinguistics analysis (ISA) (Gumperz, 1992; 2001) I draw upon 
the attention to the ‘importance of the small and subtle variations’ (Cameron, 2001:106) in 
talk, as well as the context of the place and the persons engaged in the interaction. The 
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particularity or situatedness (Baxter, 2018:237) of interaction, in my case here, in dementia 
care settings, is what interests ISA scholars. The dementia care setting could be likened to 
an intercultural setting, frequently the focus of ISA studies, in that care workers by 
definition have some level of control over the interaction and are trained and constrained 
by certain norms of conduct, whereas the resident living with dementia may flout these 
norms, and / or have limited awareness of any accepted and expected norms, in part due to 
their dementia diagnosis. 
However, where my study differs from most ISA studies is that my scrutiny of the 
interactions has a benign focus, searching out examples which appear creative, collaborative 
and skilful, rather than examples of miscommunication or misinterpretation (Cameron, 
2001:107). Like ISA I acknowledge the relevance of the ‘background knowledge’ (Baxter, 
2018:235) of all the interlocutors present, including the researcher. Angouri (2018 cited by 
Baxter, 2018:239) argues that ISA ‘provides the necessary tools for connecting the situated 
moment of interaction to the socio-political order [and to the] larger-scale institutional and 
social processes’. 
I have committed to analytic frameworks which depend on ‘naturally occurring’ data 
as I agree with Hamilton (1994:3-4) who highlights three benefits of such data sets. They 
produce ‘relatively symmetrical relations’ where the ‘expert’ role is shared; secondly the 
perception of the ‘level of formality in the communicative situation’ being less enables the 
person with a dementia diagnosis to perform at their best linguistically; and lastly the 
‘perception’ and ‘motivation’ of the participants are improved in an informal situation 
where there is a pragmatic goal, such as, ‘talk for talk’s sake’ (Hamilton:1994:4), rather than 
in a test environment where the goal is prescribed by the tester. Hamilton (1994:5) also 
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urges that both conversational partners be included in the analysis. In summary, analysis of 
a discourse-type ‘considers what people mean by what they say, how they work out what 
people mean, and the way language presents different views of the world and different 
understandings’ (Paltridge, 2006:20). 
4.1.2 Stages of Data Analysis  
Dörnyei (2007:245 citing Miles and Huberman, 1994) identifies three essential stages 
to data analysis, namely ‘data reduction, data display and data interpretation’. Each stage 
contributes towards organising the data, so that it is easier to ‘manage, and retrieve’ (Coffey 
and Atkinson, 1996:26). Data reduction in linguistic studies involves the transcription, 
coding (Coffey and Atkinson, 1996) or creating codes to describe and categorise the data, 
but not analyse (Wood and Kroger, 1995:87). Data display, or the selection of display 
options, includes figures, charts, and representative sections of transcripts. Thirdly, data 
interpretation or analysis concerns the description and explanation of the data under 
scrutiny, by searching for patterns (Wood and Kroger, 1995:88), and deviations from 
patterns. My interpretation also includes the extent to which the identified categories 
reflect the broader principles of care. 
4.1.3 Data Reduction 
The first step in data reduction is to make the data more accessible, involves 
transcription of audio-recordings into written text, and ‘[makes] analysis possible’ 
(Mondada, 2018:86). Transcription is a necessary process, as Sarangi (2019:108) notes 
‘transcription is a form of representation of talk in text’ with the accompanying danger that 
it ‘will never capture the reality of the recorded situation’ (Dörnyei, 2007:246). Dörnyei 
(2007:247) notes three concerns in the transcription process how to represent: 
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‘suprasegmentals, such as stress and intonation, and [secondly] paralinguistic features, such 
as acoustic sounds (for example grunts) or nonvocal noises (for example, hisses) [and 
thirdly] speech that is ‘imperfect’. The level of detail in transcription needs to be congruent 
with the research question and is influenced by ‘practical/ technological, conceptual/ 
analytical and ethical/ political ’considerations (Mondada, 2018:109). I chose relatively 
simple transcription conventions (see Appendix 15 Transcription conventions) as my study 
concerns chunks of language, at the discourse level, rather than smaller details of speech, 
such as, pausing, stress or occurrences of specific speech tokens. Although I note some 
prosodic features, I do not focus particular attention in terms of analysis to these features. 
My choice was to use simple / minimalist transcription conventions to be inclusive to social 
care audiences. Although I do pay these paralinguistic features some attention in the 
analysis. Similar to Ryan et al. (2005), who analysed transcripts for examples of Kitwood’s 
personhood strategies, I sought linguistic examples in the transcribed texts which represent 
the eight principles of care (see Section 2.1.3). 
The second stage of data reduction, involves coding and creating categories from 
those codes. Dörnyei (2007:250-57) suggests several stages to coding, namely ‘pre-coding’ 
or close reading; ‘initial coding’ – informational / descriptive; ‘second-level coding’ – ‘more 
abstract commonalities’ (2007:52) to create clusters or categories. My first step was to read 
and re-read the transcripts, highlighting interesting and recurring features within the text 
and attempting to attach descriptive codes to these sections. On repeat readings, some of 
these codes changed, merged or were dispensed with. Later I wrote up these codes on post-
it notes with the section of text and reference and placed them on large display boards. I 
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was then able to arrange and rearrange the post-it notes until I reached a point where no 
more moves or code changes occurred. This took some time. 
4.1.4 Data Display  
Dörnyei (2007:256 citing Miles and Huberman, 1994:11) notes that data display can 
be summarised by the saying ‘“You are what you eat” [which might be] transposed to “You 
know what you display”’. With this in mind then, data display is an important and significant 
part of the analytic process. As the majority of my data sets are transcripts (from interviews 
and audio-recordings) I have selected representative samples of the transcripts to 
demonstrate a range of points, which I have embedded in the analytic narrative. 
In addition, and in order to support the reader to navigate the text, I have integrated 
‘memos, vignettes, interview profiles’ (Dörnyei, 2007:254) where appropriate. Memos 
Dörnyei notes (2007:254) ‘are […] explorations of ideas, hunches, and thoughts about the 
codes’. Vignettes which are ‘a focused description of events or participants experiences’ […] 
‘seen as typical or representative’ (Dörnyei, 2007:255) and interview profiles of research 
participants I have presented in table formats (see Appendices 06, 09, and 14). I have also 
used ‘schematic representations’ (Dörnyei, 2007:256), such as tables, graphics and charts, in 
order to facilitate understanding for the reader and economise on my word count. 
4.1.5 Data Interpretation 
Getting to the bottom of what you think is going on is the task of interpretation. As 
Dörnyei (2007:246) says ‘interpretative analysis [is arriving at] the underlying deeper 
meaning of the data’. In other words, data display is a means to reduce and describe the 
data, interpretation takes it one step further and demands that the researcher explains the 
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data in terms of ‘patterns, themes, […] regularities, […] contrasts, paradoxes, and 
irregularities’ (Coffey and Atkinson, 1996:47). 
I have used an inductive, ‘bottom-up’ approach, avoiding the traps of pre-
determined categories, which can inhibit avenues of enquiry (Ward et al., 2008). The 
process of understanding the data has also been iterative, codes and categories have 
changed in the light of taking another look and insights from the literature. The 
interpretation has also been reflexive (Creswell, 2014:186), acknowledging how my previous 
experiences may ‘shape’ (Creswell, 2014:186) how I see the data. 
To gain insights from participants on the data I combined the ‘discourse-based 
interview’ tool (Odell et al., 1983) and ‘reflexive ethnography’ tools (Iedema and Carroll, 
2014:186). I acknowledge Brooker (2008), who discusses the complexity of gaining insights 
from people living with dementia and who suggests using a ‘combination of […] approaches’ 
(2008:477) to manage this. Although I had plans in place to seek feedback from residents, 
due to health (two of the resident participants died during the data collection process) and 
logistical reasons25 I was unable to carry out these planned interviews. 
With a range of different data sets (observations, interviews, audio-recordings, and 
some textual material) the integration of these different data types into a coherent 
analytical interpretation is critical. So, in line with my research question of ‘how care is 
enacted’, I referenced the data back to the concepts of care, dementia care models, 
communication theories with the elderly and relational practice / work features to tether 
the both the quantity and range of data sets. 
                                                             
25
 It became apparent that finding suitable times to meet and engage with the two remaining resident 
participants would be very time-consuming for both myself and the care worker participants who would need 
to mediate this process, I decided reluctantly to abandon this action. 
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My aim, in the analysis of my data, was to be ‘flexible, data-led […] and artful’ 
(Dörnyei, 2007:244). Dörnyei (2007:245) then asks what if these intuitions are ‘wrong’. To 
meet these challenges requires rigour and discipline (Dörnyei, 2007). To this end I have 
demonstrated a systematic approach to data analysis.  
4.2 Research Tools and Data Collection 
Next, I describe each data set in turn and then describe and reflect on the data 
collection process. I justify the research methods or tools that I have used in order to source 
the information needed to address the research questions. 
4.2.1 Introduction to Data Sets  
The multiple data sets (see Figure 4.1 Relationships of Data Set Types) comprise 
interviews (Copland and Creese, 2015; Edely and Litosseliti, 2010); ethnographic 
observations (Copland and Creese, 2015); field notes (Wolfinger, 2002); ‘factual’ profile 
questionnaires for care workers and residents (Dörnyei, 2007:102); journal notes (Dörnyei, 
2007:159-161); memos (Copland and Creese, 2015; Dörnyei, 2007); audio-recordings of care 
worker and resident private interactions (Copland and Creese, 2015); discourse-based 
interviews (Odell et al., 1983); and a variety of text-based materials (Copland and Creese, 
2015). Silverman (2013:137) notes two dangers of multiple data sources: 1) some data sets 
are ‘under-analysed’, and 2) there may be difficulties comparing different data sets. This is 
probably true in my case here, to mitigate these dangers; I make no claims on 
generalisability of my findings. I am clear that the audio-recordings of care worker and 
resident interactions are my primary data set. The space constraints of a PhD also 
necessitate a focus on certain data sets more than others. 
 





Figure 4.1 Relationships of Data Set Types 
Figure 4.1 also demonstrates the relationships between the data-sets. From 
conducting the scoping interviews, I was able to devise selection criteria and 
recommendations for which care homes to approach, gain insights into the everyday 
routines of care homes, and receive advice on ethical issues and how best to approach care 
homes in order to gain a positive response. Once the care homes were selected and agreed, 
I could then proceed to the next stage of gathering contextual data and building trust with 
each data collection site, through the ethnographic observations and the ancillary actions of 
writing field notes / journal entries and collection of text-based materials.  
The second phase of data collection commenced with the audio-recordings, once the 
research participants had been confirmed. Followed by the transcription process, and a 
‘getting to know’ the data stage, with multiple readings, leading to the design of questions 
and the selection of excerpts of the audio-recordings to use during the ‘discourse-based 
interviews’ (Odell, et al., 1983). I now describe each data set in turn and comment on how 
each data set was obtained (including the context, where and when it was collected), the 
information obtained and how this data relates to the research questions. I also comment 
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4.2.2 ‘Thick Participation’ activities  
I undertook a number of actions during the first two years (April 2014 to February 
2016) of this part-time study to immerse myself in the setting, the topic and to develop an 
understanding of the ‘communicative ecology’ of social care settings (Roberts and Sarangi, 
2005:633). This is what Sarangi (2007:573) describes as ‘thick participation’. This included 
conducting 10 scoping interviews (see Section 3.2.6 for details), reading first-hand accounts 
(fact and fiction), watching fictional film accounts, other media broadcasts26 and studying 
for a MOOC (Mass Open Online Course) on Understanding Dementia with the University of 
Tasmania in 2014, a learning programme accessible to all. 
4.2.3 Ethnographic observations and Field notes 
A total of six observations were completed each lasting 3 hours (a total of 18 hours), 
four at Autumn Leaves and two at Summer Roses. The observations preceded the recordings 
(see Figure 4.1) and were carried out subsequent to gaining the care worker consent and 
profiling data. In both care homes I observed during daytime hours in the public spaces of 
the care home, including the dining area, corridors, activity room, lounge areas. I completed 
observations during the morning, midday, and afternoons, in agreement with the care home 
managers. I made field notes (Copland and Creese, 2018) about the physical space, the 
people within that space and the activities that were taking place on a predesigned 
recording sheet (see Appendix 17 Ethnographic Observations Record Sheet). I also noted 
down snippets of conversations I overheard, short interactions I had with residents and care 
                                                             
26 Alone with Dementia by Margaret Jeremiah; Away From Her, a film starring Julie Christie; Iris: A memoir of 
Iris Murdoch by John Bayley; Elizabeth is Missing by Emma Healey; Where Memories Go by Sally Magnusson; 
Dancing with Dementia by Christine Bryden and Who will I be when I die? By Christine Bryden; The Memory 
Detectives by Julia Amos and attending ‘Remembering Mavis’ a dramatized version of care home resident 
accounts. 
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workers and any reflections on my role as researcher. These observations enabled me to 
map the ‘ecology of communication’ (personal comment, Dr. Kate Beeching; Roberts and 
Sarangi, 2005:633) in each care home and note some of the daily interactions and 
constraints of the particular settings included in this study. Sometimes it was difficult to 
capture accurately interactions, as many things were happening at the same time and I as 
the researcher was also trying to participate and help out where appropriate. The accuracy 
of note-taking was at times compromised in favour of building relationships and trust. 
At ‘Summer Roses’ I made a better use of the observation sheets, by breaking up the 
observations into one-hour slots and using one recording sheet per hour. My objectives 
during the observations were to build trust and familiarity of having a researcher ‘hanging 
about’ with those living and working in the Care Home, increase my own familiarity with the 
routines and atmosphere of the care home and listen in on ad hoc interactions. The 
observation record sheet thus included taking notes on the spaces, the people and the 
activities. At the same time being mindful of my own reflections be they related to 
emotional responses, or my values and beliefs (Copland and Creese, 2015:38).  
4.2.4 Profile Questionnaires 
I asked both care workers and residents to complete a ‘factual’ personal profile 
(Dörnyei, 2007:102, see Appendix 18 and 19). With the care workers I gave them a copy and 
either waited for them in situ to complete and return it, or, if the care worker was busy, I 
gave the form and collected it on my next visit. 
These short profiling questionnaires were used in order to better understand the 
care workers employment history, training experience and level of expertise in dementia 
care work. Information was sought from family members about the life stories and 
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communication strengths and weaknesses of the resident participants in order to better 
understand how they prefer to communicate, the challenges they face due to their 
dementia diagnosis and other conditions. 
With the resident profile questionnaires, I worked with the resident and care worker 
or family member collaboratively to complete the questionnaire. 
4.2.5 Memos 
With reference to linguistic ethnography protocols, I wrote short reflective notes or 
memos (Copland and Creese, 2015; Dörnyei, 2007) as well as journal notes (Dörnyei, 
2007:76, 159-161) during the research process. The purpose of the journal notes was to 
keep up-to-date records of my research actions as they took place. This took the form of 
writing on notepads and even scraps of paper, and backs of envelopes, and then 
transferring these notes to a central research journal notebook and destroying the original 
notes. These were sometimes written shortly after the observation or other data collection 
intervention, and sometimes written when ad-hoc ideas, thoughts, reflections emerged at 
any time of day or night. The purpose of the memos was to note down more reflective 
notes on the research actions completed and then integrate both the notes and the 
reflections into the findings and discussion sections of the final written thesis. 
4.2.6 Audio Recordings 
Audio recordings managed by care workers, are the primary data set and were 
collected over time e.g. 5 months at ‘Autumn Leaves’ and over 3 months at ‘Summer Roses’. 
This reduced any ‘noise’ from wariness and awareness of the research; secondly to observe 
a range of settings and interaction types and thirdly, to allow sufficient time for care 
workers to locate suitable times for recordings amongst their many other duties. I asked the 
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research participants to select the recordings of the interactions they wished to include in 
the data analysis. Care worker participants agreed together with the resident participant 
what and when to record. If there was any distress evident or the resident participant was 
unwell, for example, recordings did not take place. I recorded a total of 208 minutes and 21 
seconds of audio-recordings over 20 episodes (see Table 4.1 Audio Recordings Log and 
Appendices 21 and 22 for transcriptions of audio-recordings). Hamilton (1994:33) in her 
seminal work had 14 audio-recorded conversations amounting to 264 minutes in duration. 
My sample size seems therefore comparable to Hamilton’s, shorter in total time of 
recordings, and yet larger in terms of numbers of participants.  





(minutes / seconds) 
Activity 
Tessa Nora HP003 13:28 Foot and leg massage 
Tessa Nora 1155 12:26 Getting ready for bed 
Tessa Yvonne 1156 10:33 Getting ready for bed and wash 
Tessa Nora 1157 14:04 Getting up in the morning and wash 
Tessa Yvonne 1158 01.25 Preparing for a wash, choosing clothes 
Tessa Yvonne 1159 15:01 Getting up, dressed and washed 
Tessa Nora 1160 11:07 Getting up in the morning 
Tessa Yvonne 1161 11:08 Getting up in the morning 
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Table 4.1 Audio Recordings Log: ‘Summer Roses’ Care Home 2017-2018 
Carer Resident File 
Number 
File Length  
(minutes / seconds) 
Activity 
Orla Harold 0114 18:40 Getting ready for a bath 
Orla Harold 0115 15:39 Getting up in the morning 
Orla Harold 0118 08:06 Getting ready for bed 
Orla Harold 0119 03:49 Getting up in the morning 
Orla Queenie 0121 16:24 Getting up in the morning 
Orla Harold 0122 04:32 Getting ready for bed 
Orla Harold 0123 11:59 Getting ready for bed 
Orla Queenie 0124 08:57 Getting ready for bed 
Orla Queenie 0125 16:40 Getting up in the morning 
Orla Queenie 0126 03:12 Getting up in the morning 
Orla Harold 0127 07:15 Getting ready for bed 
Orla Harold 0128 09:16 Getting ready for bed 
Total Recording Time 119.89  
Grand Total Recording Time = 208 minutes and 21 seconds  
NB: Recordings 0112, 0113, 0116, 0117, and 0120 were samples of the researcher testing the 
recording equipment. 
4.2.7 Discourse-based Interviews 
I conducted 2 discourse-based interviews (Odell et al., 1983; see Appendices 22 and 
23 for transcripts of these interviews) with the two participant care workers. Discourse-
based interviews seek to expose the ‘tacit knowledge’ (1983:221) research participants hold 
about the activity / action they are engaged in. This type of interview shares the same 
advantages and disadvantages of regular interviews. My purpose here is to explain features 
and affordances of discourse-based interviews and how I used them in this study.  
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Discourse-based interviews were originally created to investigate written materials 
e.g. business letters (1983:223-4). In my case, the materials (data) to be investigated were 
the audio-recordings of the care worker / resident dyads. Discourse-based interviews ask 
the interview participant to consider ‘alternatives’ (1983:223), by highlighting an aspect of 
the text and asking the interview participant to comment and think about other options that 
they could have chosen, and answering the question why they did and did not choose a 
certain option. The researcher can also demonstrate that action ‘X’ was done on one 
occasion and not in action ‘Y’, and then ask the interview participant to comment. Thirdly, 
the researcher can ask if the interview participant is ‘willing to do Y or Z rather than X’ 
(1983:223). Finally, the researcher can ask the interview participant if there is anything they 
are willing or would prefer to change or delete. As these two interviews were also 
transcribed and the selections made by me, the researcher, inevitably there was an element 
of researcher intuition in the selections, questions and presentation of the materials to each 
care worker participant. 
At ‘Autumn Leaves’ the interview took place in a quiet study space in the care home, 
booked by ‘Tessa’. The interview lasted 1 hour 12 minutes and 21 seconds. The interview 
was transcribed and prepared for analysis by removing any identifiable references and 
anonymising and / or using pseudonyms as appropriate. At ‘Summer Roses’ the interview 
took place in a small room away from the main care setting. The interview lasted one-hour 
12 minutes and 37 seconds. Copies of the interview questions for discussion can be found in 
Appendix 24. 
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4.2.8 Textual Materials 
During the ethnographic observations and other subsequent visits, I collected a 
variety of textual materials (hard copies and / or copied by hand on the spot) all in the 
public domain (Copland and Creese, 2015:53) (this is important to note as consent was not 
gained specifically for collecting these publicly available items) from both care home sites. 
These included: publicity materials, notices, and activity schedules. I also made notes of the 
quality certificates on display and other visual materials displayed on the walls of the care 
homes for the benefit of residents. Lastly, I accessed written materials via the internet, 
including CQC reports and Health and Social Care NVQ syllabi. 
Copland and Creese (2015:53 citing Blommaert, 2006:53) urge us to ‘take everything 
that closely or remotely looks of interest’ […] ‘even if it doesn’t tell you much on the spot, it 
can always become a very relevant bit of data later on’. The texts I collected fell into two 
categories that of ‘providing information’ and secondly, of ‘providing evidence’ (Copland 
and Creese, 2015:53 after Chilton, 2012:112) to back up any claims or findings. The texts 
collected provided information about the Care Home context; its approach to care and 
caring, evidence of what others thought about it and its approach to care and caring. 
4.2.9 Data collection process: challenges, constraints and reflections 
There were some unexpected ethical challenges (I deal fully with ethical issues in 
Section 4.3) that occurred during the data collection process and worth noting briefly in this 
section on data collection. I received a request from ‘Tessa’ (the care worker participant at 
Autumn Leaves) for copies of the transcripts of her audio-recorded interactions with ‘Nora’ 
and ‘Yvonne’. My consent form allowed for the data to be used for ‘academic purposes’ 
only. Following consultation with my Director of Studies, I declined the request, but did send 
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‘Tessa’ a letter of participation for inclusion in her own vocational qualification record of 
achievement. As Silverman (2013:178-9) points out there can be ‘unintended consequences’ 
of sharing data which cannot always be foreseen. If I had given the anonymised transcripts 
to ‘Tessa’ I would then have little or no control over how they were used, who saw them, 
and how they were further disseminated. Silverman gives an example of photographs taken 
during a research project, which were disseminated amongst the participants with their 
agreement, only to find that they appeared in a training manual ‘without any further 
permissions’. This led to an infringement of copyright by the researcher concerned. 
I faced another challenge that of multiple roles when the researcher assumes 
multiple roles in workplace research, namely observer, participant, friend, advisor, 
supporter, and intruder. I found myself from time to time assuming all of these roles, if but 
briefly. Making reflexive observations can assist in disentangling what is going on between 
the researcher and the researched when these varied roles manifest. Sarangi and Candlin 
(2011:34-44; 2001) advise that the ‘reflexive turn’ in applied linguistic research, which 
inherently involves other people’s workplaces, is ‘central to the integrity of any discipline’ 
(2011:34). They highlight three principles that underpin this reflexivity, ‘motivational 
relevancies’, ‘context’, and ‘modality’ (their emphasis). By motivational relevancies, they 
mean research participants can bring the same or different personal and professional 
‘perspectives to the data’ (2011:34). In part a way to justify our motivations is to reach into 
the ‘tacit knowledge of professionals’ (2011:35) in this case the Care Workers. Context, their 
second principle, requires ‘engagement’ (2011:35) with the participants and ‘layering of 
context to take account of social and ideological dimensions’ (2011:35), whilst recognising 
the importance of Cicourel’s concept of “ecological validity” (2011:35 citing Cicourel, 1992; 
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2007). Thirdly, Sarangi and Candlin (2011:36) raise the principle of modality, by which they 
refer to whether the data under scrutiny is spoken or written. To summarise, they urge 
researchers to ‘elevate our research gaze beyond the immediacy of the text or transcript’ 
(2011:36). This, in my case, resulted in the field in the multiple role scenario, mentioned 
above, where my researcher’s ‘antenna’ was working at all levels and in all directions. The 
danger being that our ‘gaze’ may move away from our primary data focus, that of the 
linguistic resources deployed by care workers and residents. 
In terms of constraints during the data collection process, I encountered primarily 
constraints of time and working practices in the care home. Time, in that the entire data 
collection process took much longer (especially the audio-recordings) than I had anticipated. 
Closely linked to this were the working practices in the care home, where work schedules 
could be changed in terms of days and times, and care workers could be allocated to 
different settings, thus being dislocated from the resident participant that they had pledged 
to work with. This meant that recordings were sometimes delayed. Furthermore, the 
quantity and pace (personal observation) of care work required by my care worker 
participants meant that care workers sometimes struggled to find the time the record, even 
if the will was there. Lastly and understandably, considering the context, data collection was 
delayed due to the health of the resident participants. I have noted several occasions of 
falls, back pain, and other ailments in my research journal which resulted in recordings, 
consent actions and other data related activities being rescheduled and delayed. 
Finally, I note some reflections on the data collection process, not covered by 
challenges or constraints. These reflections concern the residents themselves, my role as 
researcher and thirdly, ‘keeping track’ of the research process. I noted in my research 
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journal the death of two residents during the data collection process. My response to these 
sad events was to send a card to the family members of the resident thanking them for the 
participation of their relative. I also noted a feature that was more common than I had 
expected that a number of residents had very quiet voices, which meant that audio-
recording would be problematic. This was the case with one of my resident participants. 
A second reflection concerned my role as the researcher; I noted twice in my 
research journal that I needed to be aware of my own personal biases, once personal details 
and preferences of particular resident participants were revealed. My job was not to like or 
dislike resident participants, and to be mindful of this. Although my early stated aim to care 
home managers, whilst negotiating access, was to ‘give something back’, the opportunities 
appeared limited. On one occasion, I experienced a slight conflict of interest during one of 
my ethnographic observation visits. I got chatting to a resident, only to find that I knew her 
brother from my workplace. I had some knowledge about the unsatisfactory nature of their 
relationship, so I was left in an awkward position of how much to reveal or not. 
A third reflection on the data collection process concerned ‘keeping track’ of the 
research process. By this I mean the logistics and administration of the research actions. For 
example, without rigorous note taking in a chronological order, I would have got lost very 
quickly on whom I had said what to and to whom. On one occasion, a care worker explained 
that she had lost the paperwork I gave her, so this had to be re-sent. Agreeing and 
rescheduling appointments with care workers and resident participants was a regular 
feature of the data collection process. Access to a laptop (I did not have my own one) would 
have been useful and would have relieved a lot of wasted effort trying to borrow one. 
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Lastly, I found the data collection actions exhausting and intense, especially the consent 
actions. 
Next, I turn to research ethics and quality assurance. I summarise the ethical 
approval process, the risks and strategies for addressing the risks and other constraints 
encountered during the study’s completion, followed by some reflections on the data 
collection process. A full report on the ethical process can be found in the appendices 
(Appendices 25 to 29). 
4.3 Research ethics and Quality assurance measures 
Ethical awareness and approval of research studies are necessary in all research and 
in particular where there is ‘contact with human subjects in the ‘field’’ (Silverman, 
2013:159) to ensure ‘the dignity and safety of the research participants and the general 
public’ (Silverman, 2013:160). By abiding by a code of ethics and submitting research 
proposals for ethical scrutiny by colleagues i.e. university academics, this in the main can be 
achieved and harm to participants avoided. To align with my AI stance (see Section 3.1.4), it 
was important to me to demonstrate how the research would be beneficial not only to me, 
but to the research participants and the data sites and to indicate early on that I was willing 
to ‘give something back’. Silverman (2013:170) acknowledges that conducting research 
ethically in dementia settings the difficulties are ‘vast and apparently intractable’. Without 
being too daunted by this task, I proceeded to gather my data whilst building trust and 
‘friendly’ relationships with participants. 
Brooker (2008) urges those interested in understanding the perspective of the 
person living with dementia, in particular with reference to the quality of services, to gather 
evidence despite the inherent difficulties which are ‘complex both conceptually and 
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practically’ (Brooker, 2008:488). Hamilton (2005: 234) also recommends future researchers 
to explore not only language issues in dementia settings but also the impact of ethics, 
amongst other disciplines, in linguistic oriented studies. Finally, Sarangi (2019: 95) strongly 
supports the inclusion of the ‘ethical dimension’ in workplace research, which he notes 
‘deserves critical attention’. Thus, I have allocated significant space to ethical considerations 
in my study, including substantial detail in the appendices (see Appendices 25 and 27). 
Critical to research with persons with a dementia diagnosis is knowledge of the 
Mental Capacity Act (2005) amongst other underpinning guidance documents. The guidance 
offered in the Mental Capacity Act (2005:Sections 30-34), covers the importance of ensuring 
approval of the research by an ‘appropriate body’ and that consent is sought. The research 
should have ‘potential benefit […] without imposing […] a burden’ on the participants. 
Carers or others who are concerned for the welfare of the participant are consulted. 
‘Additional safeguards’, are in place for any participant who ‘lacks the capacity to consent’, 
including ensuring that the right to withdraw is clearly understood and accessible. Finally, 
the Mental Capacity Act (2005) (see Figure 4.2) in Section 4.3.2 advises what should be done 
if a research participant loses capacity during the course of the research project.  
Next, I describe the ethical approval procedures at UWE, Bristol for PhD research 
projects. I explain the actions I completed and documentation I used during the study, 
including consent actions (see Section 4.3.2). I discuss any risks I identified and how these 
were managed and finally, explain how I managed and protected the data set following 
good practice guidance. 
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4.3.1 Ethical Approval Process 
Working with both a vulnerable adult group (persons living with dementia) and 
sensitive data (data collected from the personal space) raises a number of ethical challenges 
which I discuss below. At UWE, Bristol all post-graduate studies working with human 
subjects are required to submit an ethics application for scrutiny to the relevant Faculty 
Research Ethics Committee, a committee comprising senior academic staff in the faculty. I 
submitted my application (see Appendix 25 Research Ethics Application) and received a 
positive response (see Appendix 25 Research Ethics FREC response and Researcher’s reply). I 
revised my research design according to this feedback. 
4.3.2 Consent and Capacity to consent 
Wisker says that ‘human subjects should give their full informed consent’ (2008:87). 
However, this may be harder to achieve for a number of reasons, firstly where the research 
participants are considered vulnerable, as may be the case for participants with dementia 
and who may be unfamiliar with research. For example, if a resident is feeling physically 
unwell, disorientated, and / or if relatively new to the care home setting, these could all 
impact on the capacity to consent. Residents living with dementia in a care home could be in 
a dependent relationship either with a care worker and / or family member and this might 
result in them feeling under pressure to give consent.  Finally, capacity to consent can be 
variable (Scoping Interviewee #006, line 25-30), or difficult to assess, the resident may have 
a speech impediment (as was the case with research participant, Nora). According to the 
Mental Capacity Act (2005) people living with dementia may lack capacity to consent in a 
number of ways, see Figure 4.2 Mental Capacity Act Section 2 and 3 (2005). 
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Depending on the level of incapacity experienced by an individual with dementia any 
of these six factors (Figure 4.2) may have an impact on a research participant’s ability to 
consent. The impact will also depend on the nature of the activity being undertaken, that is 
the level of complexity or the degree of familiarity for example. A consent action could be 
both complex and unfamiliar. To address the concern regarding capacity to consent I 
implemented a process consent method (Dewing, 2007; 2008a). I have included a full 
account of the consent actions with resident participants, see Appendix 26. 
Assessing Capacity   
(1) Does the person have an impairment of the mind or brain, or is there some sort 
of disturbance affecting the way their mind or brain works? 
(2) If so, does that impairment or disturbance mean that the person is unable to 
make the decision in question at the time it needs to be made? 
Assessing ability to make decisions 
(1) Does the person have a general understanding of what decision they need to 
make and why the need to make it? 
(2) Does the person have a general understanding of the likely consequences of 
making, or not making this decision? 
(3) Is the person able to understand, retain, use and weigh up the information 
relevant to this decision? 
(4) Can the person communicate their decision? Would the services of a professional 
be helpful? 
Figure 4.2 Mental Capacity Act Section 2 and 3 (2005) 
4.3.3 Benefits and Risks: For researcher and for participants 
Here I describe in detail and reflect upon the benefits and risks in taking part in my 
study from the point of view of the care homes, care workers, residents and myself, the 
researcher, see Appendix 27 Research Ethics and Quality Assurance Measures. Suffice to say 
here that there were no high-grade risks identified. There were some benefits to highlight, 
namely that research in a care homes could be a ‘confidence boost to employers’ (Scoping 
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Interviewee #007, line 364) and by engaging in research this could present them (the care 
home) as a ‘serious’ care provider.  
Care workers participation in research could contribute to personal and professional 
development by creating an opportunity to reflect on practice, could present a significant 
‘confidence boost’ to care workers (Scoping Interviewee #007, line 363) and give care 
workers a voice (Scoping Interviewee #007, line 365). For residents, being the ‘centre of 
attention’ (Scoping Interviewee #006, line 122-23) and feeling special (Scoping Interviewee 
#006, line 305) by being part of the research was definitely of value.  
The main benefit for the researcher is contributing new knowledge to the field and 
to academia in general (Scoping Interviewee #007, line 374-5). Scoping Interviewee #007 
also suggested that this new knowledge of evidence of good care practice was a benefit to 
society in general (line 375-6). Of course, conducting research in confined settings, such as 
care homes, that are not in the full public domain is a benefit, in particular in order to 
highlight the often-neglected voices of those that work and live in care homes. 
4.3.4 Avoiding harm: To researcher and to participants  
Avoiding harm in the care home setting, to care workers, residents and the 
researcher herself, is obviously very important. Any harm identified were minimal and are 
fully described in Appendix 27 Research Ethics and Quality Assurance Measures.  
4.3.5 Take care of participants and ‘give something back’  
Cameron (1992:22) discusses three levels of engagement in research, as being 
researching ‘on, for, or with’. Here I have attempted to extend that dynamic to ‘work 
alongside’ research participants (Lawson 2000 cited by Goodman et al., 2011:480) resulting 
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in research which is a ‘shared endeavour’ (Goodman et al., 2011:480). One way I was able to 
do this was to recognise participants’ participation with small gifts (Goodman et al., 
2015:476) and thank you cards. I gave each care worker a copy of ‘Where Memories Go’27 a 
reflection and analysis from a family caregiver (Sally Magnusson, 2014) of her own mother’s 
experience of dementia and sent short, occasional updates through greetings cards. 
In Marsden and Holmes’ (2014:21) study of elderly care facilities researchers spent 
time ‘assisting with small tasks’ around the care home, thereby demonstrating their 
commitment, familiarising themselves with the care home and also allowing those working 
and living in the care home to become more familiar with the researchers themselves. I 
attempted where possible to take similar actions. I also tried to ‘give something back’ to the 
care homes, at ‘Autumn Leaves’ I attended their 20th anniversary celebrations, ostensibly as 
an extra-volunteer. At Christmas, I brought in boxes of chocolates to share with the 
residents. I tried as and when I could to be mindful of the external lives and work demands 
of the care workers by asking about their health, work demands and family responsibilities. 
4.3.6 Ethical procedures and documentation  
In this section I summarise the documentation used in the research process, how I 
used it and report my reflections on their application in practice. My actions included pre-
access actions, gaining access actions, gaining consent actions (see Appendix 26), design of 
consent and information forms and data management practices. A full account of these 
actions can be found in Appendix 27 Research Ethics and Quality Assurance measures. 
                                                             
27 Where Memories Go by Sally Magnusson (2014) London: Hodder and Stoughton. 
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In terms of documentation I used consent forms and information sheets for all 
participants (see Appendices 13, 28, 29, and 10, 11, and 12). My aim was to keep the 
documentation as simple and attractive (non-threatening) as possible. I don’t think I fully 
achieved this, due to the requirements of ethical approval. I completed the necessary 
checks, namely Disclosure, Baring and Security, prior to starting the data collection. Building 
up to gaining consent from care homes and care workers took time. I was reliant on the care 
workers recruited to assist in gaining consent actions (i.e. explaining the project, explaining 
the purpose and practicalities of the research, completing paperwork, and ensuring that at 
each stage they continued to be happy to participate) from the resident participants. During 
data collection, audio-recorders were kept in locked cabinets in each care home and 
collected by myself on completion. All data kept on paper was locked in a cabinet at UWE, 
Bristol and all electronic data was accessed through a password secure PC at UWE, Bristol. 
Finally, a full account of the ethical procedures I implemented and some of the 
ethical paradoxes of field work and unexpected ethical challenges I encountered can be 
found in Appendix 25 Ethical process, approval and documentation and Appendix 27 
Research Ethics and Quality Assurance measures. 
4.4 Limitations of the methodology and validation of findings 
I begin with some personal reflections on what I would do differently next time, with 
particular reference to conducting the practical aspects of the research. Then, I will discuss 
some limitations regarding my methodological approach. 
Firstly, my interview technique during the discourse-based interviews with the two 
care workers could be improved. I found asking the questions, taking notes, managing the 
excerpts from the recordings a challenge. Although I prepared for the interviews, I left 
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feeling that I had missed some opportunities for feedback. Next time, I could practise on a 
colleague, so that the interview would run more smoothly. 
In terms of the research design or schedule, I had planned to conduct discourse-
based interviews or at least feedback interviews with residents and hold a focus group with 
scoping interviewees on the findings. Neither of these actions took place. Despite my careful 
planning, use of a Gannt chart, the university progress review milestones; I failed to account 
for the time some tasks would take and also perhaps the imposition of the research on busy 
care homes and care workers. ‘From an ethical perspective, Post (2001a cited by Nolan et 
al., 2002:199) contends that it is the [resident with dementia]and their carers who should 
play the lead role in determining whether or not an intervention has ‘worked’ and how 
success is defined’. By omitting these voices from the findings, the findings could be partially 
compromised. 
Finally, on a practical note the documentation I used for gaining consent with 
residents could be improved. In most cases I resorted to explaining the information verbally. 
Managing the amount of paper, being careful to hand out the correct paperwork (all 
documents looked very similar) and trying to maintain a friendly, unthreatening style was a 
challenge. I could have printed the documents on different coloured paper to differentiate 
them, perhaps recorded the verbal explanations or created simpler, more graphics-based 
documents that may have been more accessible (see Goodman et al., 2011:476). 
Next, I share four limitations of my chosen methodology and I discuss their 
consequences with regard to their impact on the findings. Firstly, I chose a multidisciplinary 
approach drawing on literature and integrating frameworks from linguistics and social care, 
from my viewpoint as an applied linguist. With more time and resources, a transdisciplinary 
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approach would have been beneficial. Nicolescu (2005:4) defines transdisciplinarity as 
follows:  
Transdisciplinarity concerns that which is at once between the disciplines, across the 
 different disciplines, and beyond all discipline. Its goal is the understanding of the 
 present world, of which one of the imperatives is the unity of knowledge. 
Transdisciplinary working involves collaborating with other disciplines, and also 
actively including stakeholders and finding joint solutions to shared questions with 
stakeholders. I believe the important outcome of this approach is that learning and findings 
are more likely to be realised in practice. This aligns with my desire to research alongside 
and ‘with’ (Cameron et al., 1992). Whether transdisciplinary research has been embraced in 
linguistics I am uncertain, yet, there is plenty of evidence of applied linguistics embracing 
both multidisciplinary and interdisciplinary turns (see Rampton, 1997; Copland and Creese, 
2015). My multidisciplinary study has been designed to accommodate the requirements of 
post-graduate study. Still the challenges of a multidisciplinary study remain, which are to 
find clarity amongst the broad and large literature available in both disciplines and avoid 
being too general and simplistic. 
Secondly, I acknowledge the sample size is relatively small, two care homes, two care 
workers and four residents, although not necessarily a concern in qualitative research. 
Other seminal studies have been based on smaller samples (Hamilton, 1994 – two 
participants in one setting). Other similar studies (Marsden and Holmes, 2014) have 
recruited a larger number of participants, namely, nine care givers. The consequence for this 
study is that significant findings are not achievable, I can though document and comment 
that in these particular situations, with these particular participants these were the 
strategies that were used and appeared to meet the relational work and care criteria, 
residents complied with the task of that moment, engaged reciprocally in interactions and in 
Discourses of care 
160 
 
the most part caring attitudes were demonstrated by both participants. Firmer 
recommendations would require testing of these findings in more settings, with a larger 
number of participants. 
Thirdly, the representativeness of the sample (as opposed to the sample size) can be 
questioned. The ‘purposive’, ‘theoretical’ (Silverman, 2013:148-151) and ‘deliberative’ 
(Goodman et al., 2011:481) style to selecting research participants, meant that I sought out 
a certain type of Care Home and Care Worker in order to further the focus on relational 
work and increase the opportunity for finding data that was compatible with this aim. What 
I was not able to do, and which Silverman (2013:152) advises is a feature of ‘theoretical’ 
sampling was to find any ‘deviant’ examples and as practised in Gemma Jones’ (1992) study, 
where a resident not chosen by care workers, as she was deemed ‘difficult’ was selected. 
This may mean that findings are more descriptive, with less comparative analysis possible. 
Finally, video-recordings were not used as there were ethical concerns about 
recording during routines of personal care. Using video-recordings would have enabled a 
multimodal analysis and perhaps strengthened some of the findings.  
Validating findings in qualitative research is an ‘inherently subjective, interpretive 
[…] and context-bound’ activity (Dörnyei, 2007:54), and in which there is little scholarly 
consensus. Dörnyei (2007:59-60) notes ways in which qualitative researchers can navigate 
this potential threat to their work. Firstly, by building up the researcher’s 
‘integrity’(2007:59) in particular through rigorous record keeping, engaging with the 
context, being open about any personal bias and addressing aberrant data examples 
adequately. My findings can be addressed in terms of their generalisability, reliability, 
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significance and the extent to which they meet Cicourel’s ‘ecological validity’ test (2007), yet 
with my qualitative stance, is not a priority in this text.  
4.5 Summary of chapter 
In this chapter I have described in detail the data I collected and how this was done, 
and explored the risks and challenges encountered during the data collection process. I have 
also described in detail my analytic method and how I have reduced, displayed and 
interpreted the data. I have discussed the ethical procedures I carried out to gain ethical 
approval from the university authorities and to gain consent from the research participants.   
In the following three chapters (Five, Six and Seven) I present and explore my 
findings and discuss those findings paying close attention to the macro-social concepts of 
care, dementia care and the communication frameworks with the elderly as outlined in 
Chapter Two. 








Findings (1): Talking is Doing Care: Interaction Mapping 
5.0 Overview of the chapter  
In this chapter I begin to describe and analyse data collected in two dementia care 
homes in England, namely ‘Autumn Leaves’ and ‘Summer Roses’ between November 2016 
and April 2018. The data comprises 20 naturally occurring dyadic audio recordings (see 
Figure 4.1 Summary of audio-recordings) of varying duration between two care home 
workers (care worker participants, Tessa and Orla) and four care home residents (resident 
participants, Nora, Yvonne, Harold and Queenie). The recordings were made during the 
completion of routine personal care tasks which took place in the residents’ private room or 
bathroom.  
I will demonstrate how care workers enact care through relational language work 
alongside routine care tasks. In Chapter Five I focus on mapping the interactions of the 
research participants, firstly by revisiting data collection sites, namely Autumn Leaves and 
Summer Roses Care Home. Then I seek to deconstruct the data sets by identifying the 
interaction sequences, conversation topics (topics as the focus of care worker-resident 
interactions) and topic initiations, identifying who initiates each topic. I revisit and discuss 
the relevance of these topics to relational work practices in Chapter Eight. 
Thirdly, I address the context of care home environments. I refer to aspects of the 
data collected during the ‘thick participation activities’ (see Section 4.2.3), 18 hours of 
ethnographic observations (see Section 4.2.4) and two discourse-based interviews (see 
Section 4.2.8) recognising the care home as a workplace for the care worker and as a home 
for the resident. I present factual observations (e.g. description of activities taking place), 
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my reflections on what I saw or heard and care workers’ observations and reflections on 
how the context shapes language practices, both the constraints and affordances of these 
particular settings. 
5.1 Introduction to the findings and analysis 
 In my presentation of the findings I have taken an inductive, bottom-up 
approach. In Chapter Five I have given a broad overview of and orientation to the data sets, 
by presenting the interactional sequences and topics of conversation engaged in by the 
participants. Then in Chapters Six and Seven, I have looked in more detail at the 
interactional sequences relating to relational language work with and without risk. Here my 
intention is to present the findings as I found them in the data. Through the coding and 
recoding process, I let the data speak, rather than trying to match the data to the 
theoretical approaches. Thus I have referred less to linguistic theoretical concepts (face, 
politeness, impoliteness, mock politeness, accommodation and relational work) and 
dementia care concepts (person centred-care, relationship centred care and mature care) in 
the findings sections, and address these more closely and specifically in the discussion 
sections in Chapter Eight, where I note any divergences or convergences. Finally, I 
summarise any new insights and my contribution in Chapter Nine.  
5.2 Revisiting the data sites and research participants  
I begin by re-introducing in brief each data site and the research participants (care 
workers and residents) I worked alongside in each setting. 
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5.2.1 Autumn Leaves  
Autumn Leaves is a purpose-built care home run by a registered charity and with a 
dementia care speciality listing by the CQC. It is located in a suburban setting with a capacity 
of up to 66 residents at any one time. At Autumn Leaves I worked with Tessa, a care worker 
in her early twenties, who had studied an NVQ level 2 and a Diploma at level 1 in health and 
social care, on leaving school aged 16. Tessa reported that: ‘I love interacting with people, 
knowing I’m making a difference in people’s lives is the most rewarding thing’. 
I also worked with Nora and Yvonne, two of the residents at Autumn Leaves. I was 
able to build up a picture of each resident’s family and work life through the profile 
questionnaire (see Appendix 06), informal conversations during the observation period and 
from feedback during the discourse-based interviews with each care worker. Nora was in 
her late 80s and had a diagnosis of Lewey-body Dementia. She was hugely family orientated 
and was a mum, grandmother and great-grandmother. Her family members were very 
supportive and visited often. Nora had a slight speech impairment; her voice was very quiet 
and she seemed to mumble especially when she was not wearing her false teeth. She was 
nevertheless an active communicator. She’d had a very active life both in terms of working 
and in her social life. Nora was seen by all as a ‘party girl’ and loved to joke and have fun. 
Yvonne was 86, very friendly and a companion who was willing to please. She did not 
present any particular communication impairments or difficulties, so was able to converse 
freely. She was able to fully participate in all the activities I observed her engage in. 
Although she did not have a specific dementia diagnosis, she was accommodated in a 
specialist dementia care home. However, her care plan noted that she has ‘short-term 
memory’ problems, a common feature of some dementia conditions. Confabulations were 
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also a feature of her speech patterns, also a common feature of several dementia 
conditions. This satisfied my inclusion criteria for resident participants, as I prioritised early 
stage dementia residents, where diagnosis may still be an on-going process. She had no 
family and few visitors, so was more reliant on care workers and other staff / visitors for 
interaction opportunities than her co-resident participant, Nora. 
5.2.2 Summer Roses 
Summer Roses care home was also a purpose-built facility in a semi-rural setting with 
a specialist dementia care unit within a larger sheltered housing complex. It was a registered 
charity and had a capacity of up to 73 residents. At Summer Roses I worked with Imogen 
initially during the observation period and then with Orla during the audio-recording phase 
of the research. Orla was in her early 40s and was a Senior Support Worker. She had had a 
varied career including managing a pub, childcare work and had an NVQ level 3 in health 
and social care. Orla reported: ‘I enjoy the challenge that each day is different. I enjoy giving 
the best care to all the residents and making their time with us special. I feel lucky to work 
at [Summer Roses]’.  
I worked with two residents at Summer Roses, Harold and Queenie. Harold was 85 
and had developed ‘dementia-like’ symptoms following an accident; he also had Frontal-
lobe dementia. His spoken language abilities were fully intact with no noticeable 
impairments and able to sustain a conversation for at least half-an hour and seemed to 
enjoy talking to staff and his partner, when she visited, in particular. However, 
confabulations were a feature of his discourse patterns. Harold was a bit of a ‘character’, 
who enjoyed a bit of a laugh. Harold had grown up in the local area and had done a variety 
of jobs from farm work, to handyman to antique dealer. 
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Queenie, the second resident participant at Summer Roses, had a very different 
nature to Harold. Orla described her as a ‘lady’. Queenie was 90 and had vascular dementia. 
She had lived a lot of her life abroad and was used to a comfortable life-style. She preferred 
to stay in her room, read the newspaper, watch TV and needed to be enticed to get out of 
bed sometimes and to join in activities. She had befriended another resident, with more 
limited communication abilities and she expressed concern about this lady. Queenie 
observed that she thought I had a lot of work referring to this study, thus demonstrating 
awareness beyond herself and her needs. Despite Queenie’s own limited mobility, she was 
pretty cheery and clearly very fond of her care worker Orla. 
5.2.3 Researcher’s Reflections on Data Collection Sites 
Next I note my reflections at the time about the activities I observed and the ad-hoc 
interactions shared with me by residents, care staff, other staff and other visitors. 
At Autumn Leaves the residents that I encountered during the observation visits 
ranged from those who could not move or speak unaided to those that moved freely about 
the building, helping out with routine tasks e.g. drying up dishes and who participated fully, 
both verbally and physically in any activities provided. All the residents I observed could be 
described as white British with many clearly originating from the local area, as those that 
could communicate verbally demonstrated a local accent.   
The staff I observed comprised males and females and a range of ages from early 20s 
to late 50s. There were more female than male staff. Some staff had been recruited from 
the local community and a smaller number may have been recruited from overseas, or had 
been born abroad. All staff observed seemed to have a good command of English language. 
In addition to the paid staff there were a significant number of volunteers, often relatives of 
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existing residents or previous residents. Staff included registered nurses, personal carers, 
activity / daily living carers, domestic, administrative staff and externally employed activity 
workers e.g. keep fit trainer, dance therapist, musicians and singers.  
In general, I could summarise the atmosphere at Autumn Leaves as homely and 
welcoming with little sense of hierarchy. I noted twice that there was no sense of rush, 
either from staff or residents. The default position was definitely humour, with flirting 
allowed, laughter, smiling and joking regularly displayed. Staff were encouraged to be zany, 
including in their attire, one care worker was wearing fake reindeer antlers (the 
observations did take place in the run up to Christmas). Endearments and expressions of 
love peppered the interactions frequently and appeared to be well-received. As will be 
described at Summer Roses, I also noted staff needed to be ready for anything, in that I 
observed an interaction with some office staff regarding a resident’s concerns about death 
which came out of the blue and unprompted. A chance comment from a care worker 
confirmed this last point, she noted ‘what works today, won’t necessarily work tomorrow’ in 
terms of communication. Lastly, it was obvious staff enjoyed working at Autumn Leaves, a 
housekeeper remarked, ‘I loves it’ (in response to an aside from me about her work) and a 
reablement worker explained, ‘It’s not them and us.  We’re all family here’, which neatly 
summarises the overall impression from an observer’s perspective of Autumn Leaves.  
At Summer Roses all the residents’ I observed during two 3-hour visits (one in the 
afternoon and one late morning and over lunchtime) were white British, there was one 
resident who was Italian originally and had lived in the UK for most of her adult life. All the 
staff I met were white British, and the majority women recruited from the local area. 
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Imogen (care worker) used charm, banter and humour to cajole residents into 
complying with instructions or activities. There was frequent banter and teasing between 
care workers and residents, initiated by both care workers and residents. Care workers 
shared details of their personal lives, their families and activities they had done outside of 
the care home, and reflections on the day. 
Imogen noted “you need to go with the flow” and respond to the temperament of 
the moment. An incident can occur at any time, Imogen reported. In other words, care 
workers need to be ready for anything, the mood can change quickly. For example, a 
resident’s mood change can create a domino effect on other residents, which was the case 
during the second observation at ‘Summer Roses’. Care workers may also have to manage 
constant and repeated requests from residents e.g. one resident requested his early evening 
glass of wine continuously from about 5.30pm until 7.00pm, when he was finally allowed 
the drink at a previously agreed time. These types of linguistic demands are managed by 
care workers simultaneously with other more transactional demands, such as laying tables, 
helping residents in and out of chairs, finding treasured objects and so on. 
There was minimal positive interaction between residents. When I did observe 
interaction, the residents were either annoyed or upset with each other in some capacity. 
Examples of banter were evident between care workers, perhaps as a stress relief (Leech, 
2014: 241) and sign of solidarity amongst staff (Schnurr, Marra and Holmes, 2008). Shifts 
were 12 hours and often worked without any substantial break. Care workers definitely 
cared for each other, checking out between themselves who had eaten, how they were 
feeling and relieving each other if things were not going well. 
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Residents were treated as adults, offered choices and agency was encouraged; this 
was in part demonstrated by offering a show of two plates of food at lunchtime and even a 
choice of spoon, “which one do you like best?” Again, endearments were used frequently, 
such as, “my love”, “sweetheart”, and “my darling”, with positive results. 
On one occasion I observed a care worker trying to learn a little Italian from the 
Italian resident and getting told off when she pronounced a word incorrectly and a high five 
when she pronounced the word correctly. One resident recited an entire poem she called 
‘The Wise Thrush’ and was able to explain the meaning of rapture when asked. However, I 
suspect she only recited part of the poem by Robert Browning called ‘Home Thoughts, from 
abroad’. 
Like Autumn Leaves the overriding impression was one of thoughtfulness towards 
each other, with an emphasis on fun. I did wonder in both settings whether there was space 
for quieter moments and contemplation, rather than noisiness (music, shouting across the 
room, or shouting to be heard, TV sounds) and activity. Some residents did however remove 
themselves from the shared spaces; this may have been to have a quieter moment. 
5.3 Interaction Mapping: An overview of the data 
I first describe briefly and map the interaction sequences of the care worker and 
resident dyads. I reflect on the mapping in terms of its contribution or otherwise to 
relational practice. Sarangi (2005:385) recommends mapping interaction episodes in order 
to steer away from an overly micro-view of interactions, and that by analysing larger 
sequences of interaction or episodes this will be more accessible for our colleagues in other 
professional contexts. Sarangi (2005:385) continues by saying that: 
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any analysis of professional practice needs to steer a midway between 
‘constructionism’ and ‘radical situationalism’ as a way of avoiding, on the one hand, 
‘micro-analytic myopia’ (Wilson, 1986, cited in Mehan, 1991) and ‘the fallacy of 
abstractionism’ (Douglas, 1971). 
To reflect on a similar study, five interaction sequences or stages were noted by 
Grainger (1993:200-212) in the completion of personal care routines by care workers or 
nurses, in Grainger’s data set. These were, namely an opening statement characterised by a 
‘greeting and other phatic communion’ or using discourse markers to create an ‘initial 
boundary and stages’ of the interaction; thirdly, interventions to focus on the ‘move’ or task 
being undertaken; fourthly, ‘completion statements’ aimed to reassure the resident or 
patient in Grainger’s case that the task is nearing the end and finally, a ‘positive evaluation’ 
statement to indicate a ‘job well done’. 
5.3.1 Interaction sequences 
To turn to my data set, and my focus here in the relational dimension, I begin with 
Tessa’s (Care Worker at Autumn Leaves) recordings with Nora and Yvonne (residents at 
Autumn Leaves) these followed similar patterns, transactional interactions, such as getting 
dressed (transcript #006) or getting washed (transcript #004) interspersed with relational 
interactions unconnected to the task at hand (Grainger, 1993:179). Sometimes the 
sequence of relational turns was contiguous (see Excerpt 5.1 for example) and sometimes 
the relational sequences were disjointed or integrated within task sequences (Grainger, 
1993:188) (see Excerpt 5.2 for example), that is dispersed across a series of turns during 
other task-oriented turns. A relational topic might appear before, during and after a 
particular task was being completed. In the majority of the recordings, there was an ending 
sequence (see Excerpt 5.3), where an offer of a drink, often a cup of tea was made by the 
care worker, to signal the end of the task and transition to a new activity, and often into a 
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new location i.e. encouragement to the resident to move out of the private room and into a 
communal area, such as the lounge. 
This contiguous example (Excerpt 5.1) takes place during a going to bed sequence, in 
which Orla makes comments regarding Harold’s clothing as she takes them off, including a 
compliment ‘nice cardy this’ in line 7, which prompts Harold to explain he bought it in a 
charity shop (line 12). There are several exchanges about this ‘bargain’ cardigan. This gives 
Orla the prompt to extend the topic of charity shops and bargains in line 33. 
Excerpt 5.1 Contiguous Relational Interaction Example 
(#012 / Orla and Harold / lines 28-51: Charity Shops) 
28. Harold but in the charity shop  
29. Orla from the charity shop  
30. Harold pick up good’un property 
31. Orla yeah 
32. Harold [xxx] 
33. Orla shall I tell you something when I was going on holiday I was looking for a dress and I 
didn’t want to pay a fortune and I went into [names local town] and there was a 
shop there and it was a charity shop and it said all dresses a pound 
34. Harold [coughs] 
35. Orla and I picked up this dress I tried it on and Mark said oh that’s lovely and he didn’t 
realise (.) how cheap it was (.) and I I tried it on and when I went to the counter she 
said it’s on offer to day it’s buy one dress get another one free] 
36. Harold                [another one free 
37. Orla so two dresses Harry 
38. Harold dear dear ohhhh 
[overlapping talk] 
39. Orla well I said I said to the lady I got I don’t I can’t I see another dress I like so I’ll I’ll have 
just the one for a pound and d’ya know what I wore it a couple of times on holiday 
and it was lovely  
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40. Harold [laughs] oh you’re a character 
41. Orla I’m a what↑ 
42. Harold a character 
43. Orla a character (.) a pound for a dress Harry  
44. Harold yes 
45. Orla and it was from Marks and Spencer’s 
46. Harold ohh well ohh well 
47. Orla you know good quality there 
48. Harold  you are bloody bl bloody right 
49. Orla but yeah she to she wanted to give me another one I said no I can’t  
50. Harold [laughs] oh dear dear dear I’d love to ‘ave been there 
51. Orla hehehe right 
In this example (Excerpt 5.1) the topic of ‘bargains’ seems to be a shared passion 
between Orla and Harold. Following Harold’s initiation of the topic, Orla seems to take 
advantage of the knowledge of this shared passion and extends the topic, with minimal 
interruption, yet with plenty of engagement and encouragement to continue from Harold. 
For example in line 38 ‘dear dear ohhhh’ and line 40 [laughs] ‘oh you’re a character’. The 
shared interest is compounded with a mutual joke, or what Backhaus (2009) would call an 
‘inclusive’ joke, in the final lines 47-51. Contiguous relational examples were relatively rare 
in the data set, whether this is typical or not cannot be confirmed without a larger study. 
In Orla’s (care worker at Summer Roses) recordings with Harold and Queenie 
(residents at Summer Roses), a similar interaction map was observed, with both contiguous 
and disjointed relational sequences. In both data sets the interaction maps observed are of 
course situated in terms of the interlocutors present, the activity taking place (some 
activities requiring more emphasis on the transactional interactions as they were more 
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complex, and others allowing more space for relational interaction as they were more 
familiar and / or straightforward), the mood on the day in particular of the care home 
resident (who might be for example sleepy / not sleepy, in pain, not in pain) and other 
extraneous circumstances that may or may not be revealed in the course of the interaction. 
In both data sets, a disjointedness and movement between interaction types was observed. 
In Excerpt 5.2, Tessa is assisting Nora to get up in the morning, getting out of bed, 
having a wash and getting dressed. There are many small tasks for both Tessa and Nora to 
attend to, yet although the task-oriented dialogue is recurrent throughout this interaction, 
there is a sense they would rather be sitting with a cup of tea and chatting about Nora’s 
relatives. Subsequent to this short excerpt the topic of Nora’s relatives is revisited two more 
times before the end of the interaction. 
Excerpt 5.2 Disjointed Relational Interaction Example 
 (#004 / Tessa and Nora / lines 54-90: Family members) 
54. Nora she likes to [xxx] first and then not there like you know [laughs] 
55. Tessa  well done you’re having a good wash Nor 
56. Nora she’s ain’t too bad 
57. Tessa she’s not too bad that’s good cos your [names daughter] here to see you all the way 
from [names country] isn’t she 
58. Nora oh was she [xxx] 
59. Tessa and your other granddaughter (.) I’m not sure what your granddaughter is 
60. Nora [xxx] 
61. Tessa I can’t think what her name is  
62. Nora yeah what was it [names granddaughter] 
63. Tessa [names granddaughter] did you say  
64. Nora [xxx] 
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65. Tessa [names granddaughter] umm that’s a nice name 
 [sound of washing] 
66. Nora [xxx] yeah 
67. Tessa it was all hot and sweaty 
68. Nora yeah 
 [sound of washing] 
69. Tessa that’s it  
[sound of washing]  
70. Nora this seems a bit different [xxx] 
 [sound of washing] 
71. Nora [xxx] that’s it [laughs] 
72. Tessa how’s that all right all dry↑ put a nice bit of  
73. Nora [xxx] 
74. Tessa talcum 
75. Nora [xxx] 
76. Tessa chat chat chatting I’m always chat chat chatting 
77. Nora [xxx] 
78. Tessa [laughs] you’re a chatter box like me aren’t you think that’s why we get on so well 
Nor think that’s why we are such good friends (.) 
 [sound of container being opened] 
79. Tessa put some nice face cream on Nor 
80. Nora yes thank you yeah 
81. Tessa look at me then 
82. Nora oh yeah you got [xxx] [laughs] 
83. Tessa yeah there we are (...)  
84. Nora I haven’t seen [names sister] for a long time eh 
85. Tessa [names daughter] your sister 
86. Nora no [xxx] sister (.) [names sister↑] 
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87. Tessa [xxx] oh I don’t know I haven’t met her  
88. Nora [xxx] nice 
89. Tessa ummm 
90. Nora [yawns] 
 In Excerpt 5.2, an example of disjointed relational interaction revolves around the 
topic of family members’ names and is initiated by Nora. At first Tessa ignores the initiation 
in line 55 and continues with the task at hand, washing. Then she responds to the topic in 
line 57 and extends the topic in line 59. The topic is dropped by both Tessa and Nora over 
several turns, as they concentrate on the washing task and finally resumed in line 84 very 
near the end of the sequence. Both Tessa and Orla confirmed in the discourse-based 
interviews that such disjointed conversations were common. I can also confirm from my 
ethnographic observational work, that care workers were frequently moving from one 
resident to another and from one task to another. So such disjointed conversations are not 
a surprise, nevertheless the knowledge of the resident’s background, such as family names 
in this example, will certainly assist the care worker in being able to pop in and out of the 
topic more easily.  
5.3.2 Ending sequences 
Finally, I categorised several excerpts as ‘ending sequences’ as these were a regular 
feature of the interaction mapping and fit neatly with Grainger’s (1993:210-11) ‘completion 
statements’ and ‘positive evaluations’. All ending sequences except one were initiated by 
the care workers. I find this a predictable finding as it is the care workers, when we refer to 
the paradoxes of care (see Chapter One Introduction) that are aware of the next task and 
need to move onto it. By contrast, residents are interaction needy and it is in their interest 
for the interaction to continue as long as possible so it makes sense that they are less likely 
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to initiate the end. Care workers used prompts such as offers of drinks, offers of perfume 
and hairspray, and television programmes indicate the ending sequences. On one occasion, 
a prompt of moving location was used by a care worker.  
Such ending sequences were noted in ten of the recordings. It is possible that they 
occurred in all twenty interactions recorded, but were not actually all physically recorded by 
the care worker. These topics were characterised by the need to end the task currently 
being engaged in, for example getting dressed, and moving onto the next task, perhaps 
going to sit in the lounge, or watching television. Often the care worker would remark ‘let’s 
get a nice cuppa’ to indicate the ending of one action and the moving onto to the next one. 
Excerpt 5.3 demonstrates a typical ending sequence. In line 188 Nora seems to 
initiate the next step with ‘ok now you [xxx]’. Although the last word in this utterance was 
inaudible in the recording the care worker, Tessa, seems to pick up on Nora’s meaning and 
responds with an initiation to move on now the task has been completed and suggests 
getting a drink in line 189. Then in the ensuing 7 turns, the pair appear to encourage each 
other, as if on a night out, by suggesting not only a ‘cup of tea’ but what about a ‘glass of 
baileys’ (line 191). There is a conspiratorial feel to this exchange, we are in it together, not 
alone, referencing that there is reciprocity in this relationship. 
Excerpt 5.3 Tessa / #002 / 188-197 / Ending sequence 
188. Nora ok now you [xxx] 
189. Tessa let’s go and get a cup of tea shall we 
190. Nora goes like yeah 
191. Tessa yeah or a glass of baileys  
192. Nora yeah 
193. Tessa yeah heyyy 
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194. Nora let’s go and gets that [xxx] 
195. Tessa come on then 
196. Nora  [xxx] 
197. Tessa bless 
Next, I turn to Conversation Topics, which I present in Section 5.4, including findings 
on topic initiations by both care workers and residents. This serves to further map the data 
sets and provide a backdrop to the later findings on relational work linguistic practices in 
Chapters Six and Seven. 
5.4 Conversation Topics 
Six interaction topics were identified through the coding process and these were: (1) 
Self-disclosure of Care workers’ lives and Residents’ lives, (2) Daily life in the care home, (3) 
Resident’s preferences, (4) Personal care (unrelated to the task at hand), (5) Personal 
attributes, and (6) Miscellaneous. Ryan et al. (1995:103) acknowledge the benefit of 
‘mutually shared [yet limited] topics’ in their work on the Communication Enhancement 
Model for persons with dementia. There were other sequences in the data set of care 
worker-resident interactions that were not coded for topic type, as they were transactional 
task-oriented sequences, involving mostly directives.  
Conversation topics are noted as one aspect, that is ‘field’ or the’ideational / 
referential content of talk’ of what Coupland, Coupland and Giles (1991:28) call discourse 
management. To begin, care workers’ self-disclosures about their own lives brought the 
outside world in by talking about holidays, weekend activities, home life and care worker’s 
relatives. Interestingly, Tessa initiated these topics much more than Orla. When residents 
initiated the topic of Care worker’s life / Care workers’ lives this concerned the marital 
status, work schedules, other care workers and work load. Residents’ life disclosures 
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concerned discussions about family members, family events, the resident’s past life and 
abilities, resident’s past working life and on one occasion expressing concern for another 
resident (Orla: Queenie / #005 / 107-134). Secondly, daily life in the care home covered in 
the most part visits by family members, appointments (e.g. with the chiropodist) or 
invitations (Orla: Queenie / #005 / 85-106), when Orla and Queenie who discussed an 
invitation to the forthcoming wedding of Prince Harry and Meghan Markel and care home 
activities (e.g. keep fit, singing). In the Orla: Harold dyad there was a recurring theme or 
rather complaints about the doctor and his / her competence.  Thirdly, resident preferences 
referred to residents’ clothing choices, food and drink choices, and placement of personal 
belongings. In the Orla: Harold dyad, conversations also and exclusively covered the notions 
of bargains, concerns about money, betting, racing (usually horse racing) and on one 
occasion a trip outside the care home. The personal care topic dominated topic turns with 
nine initiations in the Tessa: Nora dyad, sixteen initiations in the Tessa: Yvonne dyad, and 
sixteen initiations in the Orla: Harold dyad and lastly, five initiations in the Orla: Queenie 
dyad. Personal care topics included interactions about pain, sleep, getting dressed and 
undressed, washing, toileting, laundry, physical comfort and discomfort, and hair brushing. 
Personal attribute topics mostly concerned physical appearance (e.g. hair style, facial hair), 
personal habits (e.g. picking scabs / dead skin on legs), concern for health (e.g. sneezing), 
and compliments about clothing. Finally, miscellaneous topics surprisingly included 
discussing the weather by Tessa: Nora on two occasions, by Tessa: Yvonne on three 
occasions, and never by Orla. Talking about the weather is a widely accepted topic amongst 
older folk, however perhaps as most days (at least those observed) were spent inside the 
weather was not of much concern. Miscellaneous topics initiated by residents included 
offers of gifts by Yvonne (#006 / 8-14 and #008 / 81-87) and invitation by Yvonne to Tessa to 
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visit her family on four initiations and in two separate recordings. Harold was more 
adventurous in that he introduced his sexual needs on three occasions and discussed three 
fantasies or confabulations, namely buying a pleasure pier (#002 / 94-119), a murder charge 
(#004 / 8-13) and being in trouble, possible criminal (#007 / 16-22). In the Orla: Queenie 
dyad there was no miscellaneous topic initiations. 
I will now discuss each topic category in turn, in more detail, and give representative 
examples from both data sets i.e. Tessa: Nora and Tessa: Yvonne at Autumn Leaves and 
Orla: Harold and Orla: Queenie at Summer Roses, acknowledging any outliers and note any 
features particular to a certain dyad. 
5.4.1 Self-disclosure: Care workers’ and residents’ life stories  
Self-disclosure expressions have been viewed simply as a personality trait (Coupland, 
Coupland and Giles, 1991:107). However, Coupland, Coupland and Giles (1991) explain that 
self-disclosing is a ‘complex social process’ (p.108) and involves consideration of context, 
process and implementation (p.77). Most importantly, they view self-disclosive utterances 
and expressions as part of ‘interactional management’ sequences (p.107). I explore the 
notion of self-disclosure in more detail in Section 8.2. 
Both care workers and residents initiated topics relating to the care worker’s life 
outside the care home (see Excerpt 5.4). For example, Tessa with Nora (#007 / 88-98) 
initiated a topic about a trip out at the weekend to have a cream tea and holiday abroad 
(Tessa / #002 / 114 / ‘I goes to Barcelona on Friday’).  Tessa with Yvonne (#006 / 89-100) 
initiated a topic concerning a cough she had developed. Both Nora (#002 / 143-155) and 
Yvonne (#008 / 141-148) asked about Tessa’s marital status. It is important to note that 
Tessa is a young care worker (under 25 years old), and hence marital status is a likely 
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conversation topic in certain situations. Care worker’s family events also featured as a 
means to initiate a new topic, for example (Tessa / #008 / 54), Tessa says ‘it’s my nephew’s 
third birthday on Monday they’re having a party on Sunday (.) for him (.) he’s gonna be 
three I can’t believe it’. Later on, Tessa deepens the self-disclosure by sharing her attitude 
about having children (Tessa / #008 / 62) with ‘I’ve always been baby mad Von’.  
On one occasion, Tessa, shared an opinion on why she felt herself and Nora were 
‘such good friends’ (Tessa / #004 / 78) that they both liked to chat. Finally, Nora and Harold 
both introduced queries about their relevant care worker’s work schedule, wanting to know 
when they or another care worker would be on a shift. Queenie, on the other hand, was 
concerned about the work load of Orla, her care worker, see Excerpt 5.4. 
Excerpt 5.4 Orla: Queenie / #005 / 62-67 
62. Queenie I don’t know how you manage to cope with us 
63. Orla [laughs] ahh well why did you say that↑ [laughs] 
64. Queenie huh 
65. Orla why do you say that↑ 
66. Queenie well you’re all right you’re very good you all cope with us 
67. Orla ahhh and we enjoy it Queenie 
Again, Queenie initiates a topic expressing concern about the work load of the care 
workers and receives in return feedback from the care worker. Orla reassures her that the 
work is not burdensome, but indicates it is pleasurable (by laughing) and in Excerpt 5.5 that 
the work is satisfying (‘I only want the best for you’). 
Excerpt 5.5 Orla: Queenie / #008 / 20-26 
20. Queenie so (.) I’m very lucky to have you to check me up 
21. Orla I just I only want the best for you that’s all  
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22. Queenie hahaha 
23. Orla hehehe  
24. Queenie you’re an angel 
25. Orla awhhh thanks Queenie you’re a lovely lady  
26. Queenie oh nonsense (.) now then 
These interaction topics appear in two formats, first a direct self-disclosure by either 
interlocutor (e.g. Tessa / #002 / 114 -117 / ‘I goes to Barcelona on Friday’), suggesting a 
willingness to self-disclosure and that residents were interested. Secondly, as an enquiry by 
a resident followed by a disclosure of a detail of the care worker’s life (e.g. see Excerpt 5.6 
below). This indicates that residents felt comfortable to make such enquiries about the care 
worker’s life without causing offence. 
Excerpt 5.6 Tessa / #002 / 143 - 144 
143. Nora  you got a nice husband 
144.     Tessa I got a nice husband have I he’s not my husband yet 
Topics concerning the residents’ lives and initiated by care workers comprised 
discussing residents’ family members, family events and customs, residents’ ex- neighbours 
(in life before the care home), and residents’ skills and working life. There was one inclusion 
of a family custom regarding a hair brushing ritual (Queenie / #010 / 20-34). 
Tessa, in the following Excerpt 5.7 initiates a topic about Nora’s granddaughter. 
Excerpt 5.7 Tessa: Nora / #002 / 77-82 
77. Tessa it was [names granddaughter] birthday the other day 
78. Nora yeah 
79. Tessa [names granddaughter] your granddaughter your great   
   granddaughter  
80. Nora yeah that’s right yeah 
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81. Tessa she was two 
82. Nora umm that’s right yes oh yes she [xxx] 
This demonstrates Tessa’s active knowledge of Nora’s family life, and thus her ability 
to engage meaningfully with Nora on this and other occasions. Tessa not only knows that 
Nora has a granddaughter, but knows personal details which she uses to enhance the 
interaction. Tessa has no topic initiations with Yvonne under this category; understandably, 
as Yvonne has no children and her husband is no longer alive. 
Orla, similarly, has few initiations on this category except for one with Harold about 
a blanket his partner has knitted for him (see Excerpt 5.8). In lines 100 to 104, it looks like a 
simple confirmation sequence with a final compliment in line 104, in fact it sparks a 
recurring concern for Harold, that of his partner’s fidelity, a more intimate form of self-
disclosure (see lines 105 to 109), even a ‘troubles-talk’ disclosure (Grainger, 1993:255). 
Grainger explains that ‘troubles-talk surface frequently in the routines of physical care’ 
(p.255). 
Excerpt 5.8 Orla: Harold / #003 / 100-134 (lines 113- 131 omitted) 
100. Orla ok this blanket what [names partner] knitted for you  
101. Harold what↑ 
102. Orla [names partner] knitted this for you didn’t she 
103. Harold ahh 
104. Orla it’s love:ly 
105. Harold she [xxx] she goes home on to ten to three 
106. Orla yep 
107. Harold or ten past three 
108. Orla ye:ah 
109. Harold and if she hasn’t bloody got another man I 
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110. Orla oooooh 
111. Harold I don’t know 
112. Orla she hasn’t she’s only got you Harold 
(lines 113-131 omitted) 
132. Orla oh  
133. Harold I don’t do bloody things myself 
134. Orla right stop worrying right give me a kiss night night muuya [mimicking 
   a kissing sound] see you in the morning  
Orla skilfully manages to divert Harold’s fears and reassure him, this again is an 
example where detailed knowledge (see line 112 ‘she hasn’t she only got you Harold’ (care 
worker’s emphasis)) of the resident’s life is necessary to interact effectively and to minimise 
concerns and anxieties which can lead to difficult behaviours in those with a dementia 
diagnosis (Chatwin, 2014:741).  
Residents also initiated topics with their care workers. Nora talked about a friend or 
a relative ‘Brian’ (#001 / 102-106) and her husband (#001 / 121-128); Yvonne mentions her 
mother (#008 / 125-132); Harold, talks about his partner (which I will mention in other 
categories). Queenie does not initiate a topic on her family members. This may be due to 
memory problems and the snapshot nature of the recordings. 
Residents also initiated topics on their working life. Harold in particular recalls two 
occasions, one recalling working days on the farm (#003 / 48-52 see Appendix 21). Despite 
Orla, his care worker’s inserting two encouraging questions (see lines 49 and 51) the topic 
ends at line 52 without developing. Secondly, Harold initiates a topic on cider making 
(Excerpt 5.9 #007 / 96-106) prompted by an offer of a glass of cider to watch TV with by Orla 
(#007 / 95) which does develop. Orla seeks to sustain the topic by remarking on Harold’s 
skill in line 97 (‘you’ve made cider’) and again asks a question in line 101 (#007 / 101 / ‘and 
Discourses of care 
185 
 
what did you put in it’), which Harold doesn’t answer and who then diverts onto a variation 
of the topic, where the local cider-making firm is located (#007 / 102-103). 
Excerpt 5.9 Harold / #007 / 96 -106 
96. Harold (.) I’ve made cider 
97. Orla you’ve made cider↑  
98. Harold [names cider making firm] [xxx] and I put something in that nobody 
   knows 
99. Orla uhh  
100. Harold it’s twelve barrels 
101. Orla twelve barrels and what did you put in it 
102. Harold I haven’t been in I don’t know where [names cider firm] live 
103. Orla oh [names a cider firm] it’s across the road isn’t it 
104. Harold oh that’s where I went and had half a  
105. Orla oh you did you went to the pub didn’t you↑ 
106. Harold yeah 
Self-disclosures are noted by Coupland and Coupland (1988:5) and Coupland, 
Coupland and Giles (1991) in intergenerational contexts which are mostly ‘painful’. Such as 
disclosures about bereavement, poor health, lack of mobility, ‘disengagement and 
loneliness’ and other ‘diverse family, financial and social troubles’ (1991:78-79). The data 
here represent a happier set of disclosures, perhaps indicating the contentment of 
individuals concerned.  
5.4.2 Daily Life in the Care Home 
Care workers’ initiations also comprised conversation topics on care home activities 
(e.g. keep fit class) and events (e.g. New Year’s Eve), family visits, and appointments (usually 
medical). Residents’ topic initiations also included care home activities, care home events 
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(e.g. poppy day), family visits, and medical appointments. On one occasion a social 
appointment (invitation to the Royal Wedding, see Excerpt 5.10). Queenie initiates the topic 
of the ‘Royal Wedding’ during a getting up sequence. In line 89, Orla the care worker 
demonstrates her detailed knowledge of Queenie’s past life which enables her to quickly 
orientate to the topic, rather than perhaps dismissing it as a fantasy topic or confabulation, 
a common feature of talk in people diagnosed with dementia (Örulv and Hydén, 2006; 
Lindholm, 2015). In another example, this time a care worker-initiated topic (Tessa / #003 / 
34), Tessa says ‘that’s a nice sing-a-long we had earlier won’t it’, referring to a shared 
activity earlier in the day. 
Excerpt 5.10 Orla: Queenie / #005 / 86 -106 (lines 96 – 103 omitted) 
86. Queenie and I’ve got a wedding coming up 
87. Orla have you ↑ who is getting married 
88. Queenie Prince Prince Harry 
89. Orla ohhh course it is he is yes Prince Harry yeah ‘cos you you met all the 
   royal family didn’t you 
90. Queenie I’m not sure whether I’m invited or not but [sound of water splashing] 
91. Orla ohh we’ll have to check check the post regularly Queenie 
92. Queenie [laughs] (.) 
93. Orla when was the last time you went to a royal engagement 
94. Queenie to↑ 
95. Orla to a royal engagement I’m just gonna just wash your legs here now 
   Queenie all right 
(lines 96 to 103 omitted) 
104. Queenie sorry I’m not quite sure what you are saying 
105. Orla when you last went to a royal engagement or a party or a garden  
   party would your [names husband] have been with you↑ as your  
   partner (.) 
106. Queenie ◦who’s [names husband] ◦ oh I don’t know I can’t remember 
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5.4.3 Residents’ Preferences 
Clothing choices and clothing compliments were used by care workers to initiate 
topics regarding residents’ preferences. Preferences about drinks were used on one 
occasion (e.g. Tessa: Nora / #002 / 156-167). A clothing preference was initiated once by a 
resident (e.g. Queenie / #005/ 73-84). This was a discussion about Queenie’s love of 
‘scarves’, prompted by a misheard mention of ‘stars’ by Queenie in #005 / line 74, see 
Excerpt 5.11. 
Excerpt 5.11 Orla: Queenie / #005 / 73-84 
73. Orla they always say aunty ‘Or’ loves stars (.) 
74. Queenie I do like scarves 
75. Orla scar yeah oh I love scarves as well (.) you’ve got lots of scarves 
76. Queenie have I↑ 
77. Orla hmm (.) 
78. Queenie I don’t think I use them 
79. Orla shall we get one out today↑ 
80. Queenie yes ↓ let’s do that 
81. Orla we’ll have to get one the appropriate colour to match your outfit 
82. Queenie yes 
83. Orla [laughs] ‘cos I know how you how you like all your colours to match 
   don’t you↑ 
84. Queenie I do 
85. Orla yes you’re very particular in that way (.) which is good  
Harold initiates more topics than any other of the research participants. He has 
several recurring themes, including large amounts of money that he has acquired, winnings 
from various betting actions, and horse racing. Alongside the ‘money’ theme, he seems to 
enjoy bargains and initiates a topic twice in the same recording about charity shops (Orla: 
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Harold / #012 / 12-20 and 28-51). Thirdly, he also initiates three topics with sexual 
references. These recurring themes are a regular feature of Harold’s discourse and known 
by his care worker, Orla (see Orla / DBI / 90 and 92, see Appendix 23 for full transcript). 
5.4.4 Personal Care 
Although all the recordings were made during episodes of personal care, there were 
topics initiated that concerned personal care in general rather than the specific care task 
being undertaken at the time of recording. These topics included enquiries about sleep 
patterns, pain management, toileting concerns and other various topics (e.g. Tessa: Nora / 
#002 / 59-65 – face cleansing; Tessa: Yvonne / #003 / 13-18 / dressing; Harold: Orla / #002 / 
2-9 / ‘itchy balls’ and Orla: Queenie / #008 / 45-55 / itching). The pain management topic 
featured in all four dyad sets, in particular for Tessa: Yvonne, where preceding the 
recordings Yvonne had had a fall, and thus was experiencing additional pain perhaps to 
normal. These topics, could be forms of painful self-disclosure (Coupland, Coupland and 
Giles, 1991:78), who note that sharing of poor health worries under this category. These 
topics required detailed knowledge of the residents’ personal situation, something 
experienced in close relationships and attention to the small details, perhaps not common 
in other social interaction contexts, where interlocutors would not generally engage in a 
face threatening act, but would rather remain with generalities, such as the ‘How are you? 
Oh I’m fine, thanks’ scenario, regardless of the truth of the matter. 
5.4.5 Personal Attributes 
With a similar attention to small details to Personal Care topics (see Section 5.4.4) 
care workers initiated topics related to personal attributes or physical attributes (e.g. Tessa: 
Nora #002 / 67-70 Tessa notes that Nora has hairs on her chin; Orla: Harold / #001 / 58-60 
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Orla comments on Harold’s recent haircut). Care workers initiated topics on residents’ 
habits, such as, ‘picking [scabs/ dry skin] legs’ (Tessa: Nora / #004 / 115-116), and 
‘scratching legs’ (Orla: Harold / #003 / 41-47). Personal belongings were also mentioned by 
care workers. On one occasion, Orla talked about the resident’s age (Orla: Queenie / #010 / 
37-42 see Appendix 23). Residents contributed no topic initiations about their own personal 
attributes. Care workers also shared their own personal habits, such as hair brushing 
routines (e.g. Tessa / #003 / 89. Tessa ‘oh dear Von there well done (.) brush your hair I 
always brush me hair before I go to bed’), and nail cutting practices (e.g. Tessa / #006 / 149. 
Tessa ‘your nails need [xxx] I need mine doing as well’).  
These small details and observations may seem insignificant at the level of getting 
the task done, but in terms of building a picture of each other over time, i.e. increasing 
knowledge of each other, and practised on a daily basis they may contribute towards 
building a shared, collaborative and reciprocal discourse. 
5.4.6 Miscellaneous 
There were a number of topics, worthy of mention, but few in number so I have 
categorised them as miscellaneous. For care workers this included talking about the 
weather (e.g. Tessa: Nora / #004 / 11; Tessa: Nora / #007 / 35 / drizzly) without any follow-
on interaction. With Orla there were no initiations coded as miscellaneous. A second 
example with Yvonne went as follows in Excerpt 5.12: 
Excerpt 5.12 Tessa: Yvonne / #008 / 74 / Weather 
74.  no it’s cold out there this morning it’s frightening windy really really windy (.) 
  now you stay there a minute (.) 
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For residents, Nora made two initiations (Nora: Tessa / #001 / 109-113 – about fear 
of someone entering the room) and a second regarding massage (Nora: Tessa / #001 / 153-
156). Queenie made no initiations. However, Yvonne and Harold made several. Yvonne 
made two gift offers (Yvonne: Tessa / #006 / 8-14 and #008 / 81-87) and four invitations, 
two to visit her mother (Yvonne: Tessa / #006 / 103- 113 and #008 / 20-27) and two to visit 
her parents (Yvonne: Tessa / #008 / 51-53 and #008 / 133-135). These latter examples are 
confabulations (Tallberg, 1999; Tallberg, 2001; Tallberg and Almkvist, 2001; Örulv and 
Hydén, 2006; Lindholm, 2015), as Yvonne’s parents had died some decades previously. 
Harold also initiated eight confabulatory topics, such ‘I bought the pier’ (Harold: Orla / #002 
/ 94-119) and the fear that he had been charged with murder (Harold: Orla / #004 / 8-13 
and 22-24). Harold also initiated a topic on laughter twice. 
Next, I present in more detail the initiators of each topic, commenting on each 
participant dyad in turn, starting with Tessa: Nora, Tessa: Yvonne, then Orla: Harold and 
Orla: Queenie. 
5.5 Topic Initiations 
Topic initiation refers to an interlocutor initiating a new topic within a dialogue, in 
this case between the care worker and the resident. Perkins et al. (1998:43 citing Hutchins 
and Jensen, 1980) report that in a study of ‘five women with [dementia of the Alzheimer’s 
type] […] that new topics were initiated more frequently than the normal elderly control 
group and that initiation was done in the absence of appropriate closing of the previous 
topic’. Other issues raised by Perkins et al. (1998:44-45) are that topics were initiated with 
‘no link with the previous topic’; and that ‘compromised topic maintenance’ or failure to 
maintain topics was ‘more frequently [experienced] with people with [dementia of the 
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Alzheimer’s type] than the normal elderly’ population.  Furthermore, ‘personally important 
topics appeared to be more flexible than more banal ones’ Perkins et al. (1998:46 citing 
Hamilton, 1994). It follows that topic maintenance may be more achievable in such cases. 
Finally, Perkins et al. (1998:46) draw our attention to ‘hallucinations or delusions’, also 
known as confabulations in the dementia literature. These are interaction topics initiated 
most commonly by the person living with dementia. 
Turning firstly to the Tessa: Nora dyad (see Figure28 5.1 Interaction Topic Initiations 
Tessa: Nora), Tessa is clearly the lead interlocutor in this data set with 38 topic initiations 
over Nora’s 14 initiations. Nora as noted earlier in this chapter had a slight speech 
impediment or impairment which made some of her utterances difficult for me the 
researcher to hear and therefore transcribe.  
Figure 5.1 Interaction Topic Initiations: Tessa and Nora 
                                                             
28
 Figures 5.1, 5.2, 5.3, and 5.4 the vertical axis counts the number of initiations per interlocutor. The dark 


































Interaction Topic Initiations: Tessa and Nora 
Tessa Nora
Discourses of care 
192 
 
Nevertheless, Tessa appeared to follow Nora’s utterances and rarely asked for 
repetition or clarification. This could be an explanation for the disparity in initiations, either 
Nora did make fewer initiations due to her lesser capacity or her lesser capacity made the 
transcription process less accurate. However, the disparity is quite large and built on my 
observations of Tessa: Nora in public space interactions. I feel confident to say that it was 
Tessa’s agency rather than Nora’s lack of agency that resulted in the greater number of 
turns. It is also interesting to note that the highest number of topic initiations by Tessa 
concerned personal care topics (N=8), including pain (N=2), sleep (N=2), various (N=4 / 
getting dressed, face cleansing, laundry, and physical comfort). Nora initiates turns in seven 
of the identified topics (in the charts I have separated care workers’ and residents’ self-
disclosures) and Tessa initiates turns on all identified topics. Nora is ‘chatty’; her turn-taking 
is pretty intact. Even though there is some evidence of processing delays (Perkins, 1998), 
Nora displays few initiations this could be attributed to her more advanced stage in the 
dementia journey (N.B. Nora died before the completion of recordings at Autumn Leaves). 
However, across the topic types both Tessa and Nora’s contributions are fairly evenly 
spread, for example with between three and six initiations across five topics and with Nora 
initiating at least once on all the topics except ‘Personal attributes’. 
In the Tessa: Yvonne dyad (see Figure 5.2), Tessa again is the lead interlocutor with 
28 topic initiations over 15 initiations by Yvonne. Yvonne initiates turns in four of the 
identified topics and Tessa initiates turns in six of the identified topics. The higher incidence 
of Personal Care initiations by Tessa, could be due to concern she expressed due to a fall 
that Yvonne had had during the data collection period. 
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Figure 5.2 Interaction Topic Initiations: Tessa and Yvonne 
Next, the Orla: Harold dyad (see Figure 5.3) in which interestingly a reverse situation 
is observed, here Harold makes 44 topic initiations over Orla’s 22 initiations. Orla initiates in 
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Figure 5.3 Interaction Topic Initiations: Orla and Harold 
Finally, the Orla: Queenie dyad (see Figure 5.4) where the initiations are very closely 
aligned Orla makes ten initiations and Queenie makes seven topic initiations. Orla initiates in 


































Interaction Topic Initiations: Orla and Harold 
Orla Harold 




Figure 5.4 Interaction Topic Initiations: Orla and Queenie 
Residents also initiated topics of interaction; these included the resident’s family; 
talking about a spouse (e.g. Nora / #001 / 121, ‘[names husband] used to’) and other family 
members (e.g. Nora / #004 / 54, ‘she likes to [xxx] first and then not there like you know 
[laughs]’) and (e.g. Nora / #004 / 84, ‘I haven’t seen [names sister] for a long time eh’). 
Secondly, they initiated topics on the care worker’s life story, sometimes through a question 
or a comment; marriage status (e.g. Nora / #002 / 143, ‘you got a nice husband’), and (e.g. 
Yvonne / #008 / 141, Yvonne ‘oh lovely your boyfriend so when you getting married’); and 
lastly on one occasion Yvonne talked briefly about one of the other care home workers (e.g. 
Yvonne / #006 / 80, ‘you know that young support [xxx] he always likes to sit down to me’). 
5.6 Context and the Care Home 
The context in which social interactions take place is recognised by Duranti and 
Goodwin (1992:1-42), Sarangi and Roberts (1999) and Copland and Creese (2015) as being 
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Research in elder and dementia-care settings attention to context is also widely supported 
(Coupland and Coupland, 1988; Makoni, 1997; Makoni and Grainger, 2002; Hamilton 2005; 
Marsden and Holmes, 2014). Ward (2002b:36) from a care perspective agrees that ‘context 
has been shown to shape the nature and often the quality of interactions’ and Pettersen 
and Hem (2011:221) encourage attention to ‘contextual knowledge’ and ‘contextual 
sensitivity’ in caring relationships. Sarangi and Roberts (1999:41) emphasise that 
‘researchers’ outcomes need to be interpreted within the particular context of the 
institution’ under scrutiny. This confirms my inclusion of context as an analytical item.  
I have described in some detail the physical environment of each of the data sites, 
namely Autumn Leaves and Summer Roses (see Section 3.2.5). In the two following Sections, 
I draw on data from the ethnographic observations (see Section 4.2.4), discourse-based 
interviews with the two care workers (see Section 4.2.8 and Appendix 22 and 23 for 
transcripts of these interviews) and textual materials collected at the data sites (see Section 
4.2.9) to shed light on the contextual factors (other than the physical environment) that 
assist or detract from social interaction in the dementia care settings in this study. I will 
present reflections from both care workers (Tessa and Orla) and my own reflections on the 
social interactions based on my observations. I turn to my reflections first, as these were 
recorded at the earlier stages of the study. 
5.6.1 Researcher’s reflections 
I divide my reflections into those that assist social interactions and those that detract 
from facilitating social interactions. Firstly, at a sensory level I noticed plenty of items placed 
around the setting by the care home staff (photographs, pictures, artefacts) which could 
potentially stimulate interactions both visually and through touch and which could 
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potentially be used as ‘contextual resources’ for conversation (Mok and Müller, 2014:844). I 
must also note that I did not actually record this taking place during my observations. 
Secondly, from a sensory perspective, I noted a lot of hugging, stroking and kissing between 
care workers and residents, which frequently added emphasis and depth to a common and 
casual ‘hello, how are you?’ utterance and was accepted positively by the residents I 
observed. On the negative side, care workers had difficulty making themselves heard and 
understood, as several residents had hearing impairments, and so utterances had to be 
repeated and repeated loudly, which may detract from the illocutionary force (Austin, in 
Archer and Grundy, 2011) as each repetition, gets louder and more urgent, and the care 
worker more frustrated. Background music, was also played quite loudly at times, which I 
noted may make it more difficult for those residents with hearing difficulties to participate 
in interactions. 
There were organisational features that also assisted with and detracted from social 
interactions. I noted in both data sites, that care workers sometimes worked long hours, 
without a break, which may have been due to understaffing. However, this could lead to 
care workers being less patient and less able to give the time and concentration required for 
social interactions with residents. On a positive note, I noted that care workers shared 
information about the residents’ demeanour, which would aid interactions later in the day. 
In general, there was no sense of rush, residents could take their time and schedules 
although apparent were flexible. In the interview with Orla, however, she noted that ‘it is 
sometimes a race’ (Orla / DBI / 312). Other scholars, namely Backhaus (2019) has noted 
‘hurriedness’ as being a contextual or institutional feature which can detract from 
meaningful interactions. The participation of residents in activities, events, and outings 
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jointly with care workers meant that talk had more than just ‘meaning’ (Archer and Grundy, 
2011), it was also meaningful. Often care workers understanding of a resident’s life story 
and ‘background knowledge’ (Goodwin and Duranti, 1992:12) assisted in both sustaining 
and deepening interactions. Other opportunities for ‘meaningful’ talk occurred during 
engagement activities, such as laying the table. Background knowledge became more urgent 
in the case of confabulations (see Orla: Harold dyads Section 7.1.1 in particular). Örulv and 
Hydén (2006:669) note that ‘context is of immense importance’. Here they assert that 
considering ‘the immediate context’, ‘the life history context’, and ‘limitations due to 
pathology’ are critical to finding meaning and understanding of confabulatory utterances. 
Where miscommunication occurs, there are opportunities for all to demonstrate 
‘collaborative behaviour’ (Flowerdew, 2014:6 citing Mauranen, 2014). 
Finally, from a more relational perspective, I noted that there were few interactions 
between residents, resulting in residents being dependent on visitors and staff for social 
interaction. However, all staff and some residents were welcoming and inclusive to 
outsiders, including myself, visiting students, family members, volunteers and visiting tutors. 
It appeared to me that a positive environment for social interaction was pre-existing. 
Of course, interactions do not always go so smoothly, in part due to the physical task 
(which may be face threatening), emotional responses, such as aggression, frustration 
(Hamilton, 1994:10 citing Rust, 1986), or perhaps due to a negative relationship, which can 
be ‘influential’ (Hamilton, 2005:237 citing Ramanathan, 1997). What is certain is that 
interactions in context are dynamic (Flowerdew, 2014:5); they may be characterised by 
routine and be predictable, or routine and be unexpected. 
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5.6.2 Care workers’ reflections 
Here I note both contextual features that assist and those that detract from 
meaningful social interactions between care workers and residents. Like my researcher’s 
observations, care workers confirmed difficulties due to sensory impairments (speech and 
hearing) and noisy environments, all of which could put strain on interactions. Echoing my 
observations, from an organisational perspective, Orla in particular noted that lack of staff 
meant there was less time for social interaction with residents. Thirdly, due to the 
dominance of shared spaces (see Section 3.2.5 for description of data sites) it did occur from 
time to time that residents swore or shouted to get attention, prising a ‘favourite’ carer 
away from attending to another resident. In fact, the shared space also meant that there 
could be a ‘domino effect’ (observation noted by care worker Imogen) with a negative 
interaction on one resident’s part setting off a chain reaction across the space, resulting in a 
number of residents being upset at the same time. From a relational perspective, Orla noted 
that family members could bring in negative attitudes / prejudices which care workers 
found difficult to deal with and could impact on building relationships and social interaction 
with the resident. Tessa noted that it was an ‘emotional job’ more than a physical one, with 
perhaps the accompanying drain on care workers’ capabilities / resources as noted by 
Hochschild’s seminal text, The Managed Heart (2012). Lastly, cognitively Tessa suggested 
that residents’ memory lapses impacted negatively on care worker/ resident interactions. 
On a positive note, care workers pointed out that they relied both on life story books 
brought in by families to assist them in building a picture of the resident and information 
about residents’ activities and routines from fellow care workers during handover sessions, 
to supply them with possible conversational topics and openings. Secondly, from an 
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organisational perspective, the flexible nature of schedules (within reason) meant that 
residents were not rushed. A feature noted by myself, and agreed by Orla, was that 
interactions were ‘disjointed’; there was a ‘start-stop-restart’ pattern to many 
conversations. This was confirmed as typical, so therefore may not necessarily be 
detrimental or assistive, just how it was and what care workers were used to. Orla also 
confirmed that the episodes of personal care were opportunities for ‘sustained interaction’ 
(see Ward, 2008:635) as care workers are able to give their ‘full attention’ (Orla: 193 / 
discourse-based interview). However, she added that time to ‘extend a conversation’ 
started during personal care was a ‘luxury’ (Orla: 312 / discourse-based interview). 
From a relational perspective, Tessa noted that families shared their expertise on 
how best to interact with their family member, what seemed to ‘work’. Some residents did 
not have families or friends and so relied more heavily on care workers for their 
interactional needs, this was not described as burdensome by Tessa, but emotionally 
demanding nonetheless. Finally, cognitively being in the moment regardless of any on-going 
activity was usually beneficial to maintaining a positive focus. 
5.7 Summary of Chapter Five and introduction to Chapter Six 
In Chapter Five I have presented findings from data collected in two care homes, 
namely, Autumn Leaves and Summer Roses, drawing on data from ethnographic 
observations, participant profile records and audio-recordings. The audio-recordings were 
completed by four care worker/ resident dyads, (1) Tessa: Nora, (2) Tessa: Yvonne, (3) Orla: 
Harold and (4) Orla: Queenie. The findings related to Interaction mapping and ending 
sequences. Secondly, I detailed the range of conversation topics (both content and 
initiations) engaged in by research participants, namely self-disclosure, daily life in the care 
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home, residents’ preferences, personal care, personal attributes, and miscellaneous topics. I 
comment on the spread of topic initiations by both care workers and resident participants.  
Reflections on the context within which these interactions take place, namely dementia care 
units in Autumn Leaves and Summer Rose, I drew primarily on the ethnographic 
observations and the discourse-based interviews with the two care workers, Tessa and Orla.  
In Chapter Six I will discuss findings based mostly on the audio-recordings recorded 
in the private space of the residents’ rooms or bathroom with reference to relational 
language work by both care workers and residents which carry no risks.  
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Chapter Six   
Findings (2): Talking is Doing Care: Relational Work without risks 
6.0 Overview of the chapter  
In this chapter I describe and analyse data collected in two dementia care homes in 
England, namely ‘Autumn Leaves’ and ‘Summer Roses’ between November 2016 and April 
2018. The data comprises 20 naturally occurring dyadic audio recordings of varying duration 
(see Appendix 30 Summary of audio-recordings) between two care home workers and four 
care home residents. The recordings were made during the completion of routine personal 
care tasks which took place in the residents’ private room or bathroom.  
I demonstrate how care workers enact care through relational language work 
alongside routine care tasks. In this chapter I focus on relational work which involves little or 
no risk. I will evidence how care is a complex and discursive practice and requires a ‘range of 
sophisticated discursive strategies’ (Marsden and Holmes, 2014:30). I will frame the findings 
with reference to the principles of care, dementia care frameworks and discourse strategies 
(see Chapter Two). I discuss and comment on how these findings contribute to relational 
work enacted through talk, mostly in Chapter Eight. I also discuss any limitations and 
weaknesses in the arguments I present, and draw on reflexive thoughts collected during the 
discourse-based interviews (Odell et al., 1983) recorded with care worker participants, Tessa 
and Orla. I seek to demonstrate the importance / relevance of reciprocity to care work in 
dementia care settings and how care is achieved collaboratively, despite the complexities 
and constraints of the setting. 
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6.1 Relational language work without risks: Categories and examples 
In this first findings section, I present and analyse findings based on twenty audio-
recordings of care home worker and care home resident dyads. I introduce the categories 
identified which index relational work language practices of both the care workers and the 
residents, where risks to face concerns are minimal, and emphasis lies in building on and 
building up positive relational aspects.  
Care worker initiated and resident initiated relational language work practices were 
present in both the Autumn Leaves and Summer Roses Care Home data collected. By 
relational work without risk I mean the use of positive, non-face threatening language which 
is also received positively by the recipient and where the motivation and intention is to 
assist and encourage a harmonious, congruent response and sustain and deepen the 
engagement with the individual concerned. This analysis aligns with Kitwood’s notion of 
‘positive person-work’ (Kitwood, 1997a:94) where ‘interaction [takes place] according to 
each individual’s needs, personality and abilities’. Kitwood expands this theme of ‘positive 
person-work’ (1997a:89-93) and here I quote Kitwood (1997a:92) in full: 
Each of the types of interaction [recognition, negotiation, collaboration, play, 
timalation, celebration, and relaxation] […] represents a form of ‘care’, in the sense 
that the person with dementia is primarily at the receiving end, or is being actively 
drawn into the social world. There are some interactions [creation and giving], 
however, in which the situation is reversed; the person with dementia takes the 
leading role, and the caregiver is offering an empathic response.  
Within the theme of Relational Language Work without risks, I grouped codes into 
the following categories: compliance-gaining, compliments, humour, acknowledgement and 
reflexivity. In the resident-initiated codes, I also noted two additional categories, namely 
reflections or assessments by the resident about the care worker or care worker’s actions 
and secondly, enquiries to the care worker about the care worker. The categories I have 
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coded as relational work without risks I argue largely build the case for considering such 
care talk as being examples of collaborative discourse strategies. Examples of such 
collaborative strategies in the literature include: the use of the ‘we’ pronoun to promote 
shared attention (Hydėn, 2014:119), scaffolding directives and memory prompts (Hydėn, 
2014) to aid care worker instructions. Similar examples are shown under compliance-gaining 
/ joint enterprise category (see Section 6.1.1). Furthermore, some politeness strategies can 
act as collaborative devices such as praise (Backhaus, 2009; Jansson, 2016)and I share 
excerpts in my data set in Section 6.1.1 as part of compliance-gaining work. Thirdly, humour 
(Lindholm, 2008) and ‘inclusive joking’ (Backhaus, 2009) all contribute to creating an 
atmosphere of collegiality, cooperation and collaboration in the care endeavour. Finally, 
Jansson and Plejert (2014) emphasise the importance of the frame within which care takes 
place. The appropriate framing will support and facilitate caring tasks, and enable positive, 
relational and collaborative interactions. I suggest here that the two care workers, and the 
residents promote a home-like frame to their interactions. 
In each category I focus first on the care worker initiated turns and then on the 
resident-initiated turns. In an attempt to make the data more accessible and to give an ‘at a 
glance’ presentation, I have displayed the number of occurrences of each sub-category in 
graphic formats (see Figures 6.1, 6.2, 6.3, 6.4, 6.5, 6.6, 6.7, 6.8 for care worker-initiated 
turns) and (see Tables 6.1, 6.2, 6.3, 6.4, and 6.5 for resident-initiated turns). In both cases I 
have selected some representative and some less representative or unusual examples to 
demonstrate each category. I interpret some of the examples as each one is introduced.   
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6.1.1 Compliance–gaining  
Task oriented interactions in care homes are common (Grainger, 1993, 1998; Ward 
et al., 2008; Backhaus, 2009; Daly and Szebehely, 2012; Wilson et al., 2012; Marsden and 
Holmes, 2014; Savundranayagam, 2014) and even ‘pervasive’ (Backhaus, 2009:55) in care 
home workers’ discourse, in order to ‘get things done’ (Backhaus, 2009:55). These 
interactions follow the activities of daily living, such as getting up, getting dressed, eating 
and drinking, washing, taking medicines, and going to bed, that occur routinely in care 
homes and involve compliance-gaining (Grainger, 1993) interventions usually from care 
workers. To complete these tasks, directives explaining what and how to do an action are 
given and care home workers give specific and situated instructions to the resident (e.g. 
#006 / 172 Tessa ‘wriggle wriggle to the edge’), make requests of residents (e.g. #007 / 27 
Tessa ‘there we are d’ya want to sit down darlin’’and #004 / 3 Tessa ‘would you like to get 
out of bed my darlin’ we’re going to have a wash’) to navigate a task successfully. 
In the care worker-initiated turns I noted four types of compliance-gaining strategies 
(Grainger, 1993) namely, joint enterprise, praise, care worker’s role and apologies related to 
the task at hand (see Figure 6.1 for Tessa and Figure 6.2 for Orla). 




Figure 6.1 Tessa: Compliance-gaining 
 
Figure 6.2 Orla: Compliance-gaining 
Compliance-gaining relational language work occurred during transactional 
utterances and were demonstrated in particular by praise tokens during and after task 
completion, and also in between tasks (Tessa / n=11 examples and Orla / n = 57 examples) 
and in part by an emphasis on joint enterprise (Tessa / n = 14 examples Orla / n= 14 
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Orla: Compliance-gaining 
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‘let’s’ when contemplating the next stage in a task. Both care workers encouraged the 
residents they were caring for to engage in making decisions about tasks, see Excerpt 6.1. 
Excerpt 6.1 Tessa / #004 / 32-36 / Compliance-gaining: joint enterprise 
32. Tessa what do you think of that 
33. Nora [laughs] 
34. Tessa that top and skirt 
35. Nora yeah that’s nice 
36. Tessa that’s nice 
In Excerpt 6.1, Tessa invites Nora to give her opinion on a choice of clothes to wear, 
which is followed in lines 35 and 36 by a mutual agreement on the option offered. In Excerpt 
6.2, Orla in line 56 refers to a previous task when whatever the action is ‘worked last time’ 
(a form of scaffolding, Hydėn, 2014) and infers a joint responsibility with the resident, 
Harold, by saying ‘otherwise I don’t know what we are going to do↑’. Orla also introduces a 
conspiratorial air, a kind of we are all in it together with ‘fingers crossed’ following the 
suggested action. The collaborative ‘we’ can ‘express solidarity and cooperation’, according 
to Jansson and Plejert (2014:38), which I would suggest is Orla’s intention, see Excerpt 6.2. 
Excerpt 6.2 Orla / #001 / 56 / Compliance-gaining: joint enterprise 
56. Orla it did didn’t it right brilliant let’s see if that works fingers crossed (.) 
   otherwise I don’t know what we are going to do↑ it worked last time 
      (.) 
Tessa also uses ‘for me’ or ‘with me’ suggesting that she as the care worker, is also 
part of the task, and not separate from it.  
Another example, demonstrating the mutuality or joint enterprise of a task occurs 
between Orla and Queenie in recording #008 in Excerpt 6.3. Excerpt 6.3 occurs during a 
washing task, Orla and Queenie are about half way through when the excerpt begins. Orla 
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has prior to the excerpt changed a soiled pad for Queenie, which could be regarded as an 
extreme face-threatening act, yet is completed smoothly and without fuss or concern by 
either party. Excerpt 6.3, is an exchange between care worker and resident, where both 
care worker (line 67) and resident (line74) check on the next action to be completed with 
the resident sometimes complying with an expected response (line 76) and sometimes with 
less expected response (line 72). Line 72 / ‘no I don’t think it needs’ demonstrates Queenie’s 
agency and involvement in the task. Later, in lines 76 and 77, both share in the satisfactory 
completion of the toileting task with a sequential ‘marvellous’. Marvellous also being an 
example of praise, another collaborative strategy (Backhaus, 2009; Jansson, 2016). 
Excerpt 6.3 Orla / #008 / 67-77 / Compliance-gaining: joint enterprise 
67. Orla all right now shall I apply some cream to your back [background  
   noises] how’s your back↑ 
68. Queenie my back’s not too bad 
69. Orla not too bad↑ 
70. Queenie no 
71. Orla d’ya need any cream↑ 
72. Queenie no I don’t think it needs] 
73. Orla [you’re all right okay↑ [background noises] right then 
74. Queenie so what do I do stand 
75. Orla right have you finished on the toilet↑ [background noises] did you 
   wipe↑ [background noises] there you go [background noises] how’s 
   that okay↑  
76. Queenie marvellous  
77. Orla marvellous good [background noises] right (.) shall we wash your  
   hands↑  
Another example of the joint enterprise sub-category, also occurs between Orla and 
Queenie, see Excerpt 6.4. 
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Excerpt 6.4 Orla / #005 / 31 / Compliance-gaining: joint enterprise 
31. Orla yes I have got the anti-scratch stuff [laughs] [background noises] we’ll 
   give you a nice wash [sound of water] right Queenie if I give you that 
   first it’s a nice sponge you do your front do your arms and I’ll do your 
   back ok↑  
Orla uses the collaborative ‘we’ (Hydėn, 2014:119) and encourages a sharing of the 
task to be completed with ‘you do your front do your arms and I’ll do your back ok↑’. 
Compliance-gaining can be viewed as task completion or ‘getting the job done’, as other 
studies have found in a variety of ways (Grainger, 1993; Holmes and Marra, 2004; Ryan et 
al., 2005; Jansson, 2016). Here, with my AI lens, I propose that care workers and residents 
engage with these routine tasks in a ‘we are all in this together’ style or collaborative spirit. 
Praise (Backhaus, 2009; Jansson, 2016) during, following and between task 
completions featured in both Tessa and Orla’s caring discourse (Tessa / n=25 and Orla / n = 
57). These totals represent the number of turns where praise terms featured, and not the 
total number of praise terms used, this was higher, with two or three praise terms used per 
turn, in some cases (see Excerpts 6.5 and 6.6). Tessa used the praise terms, ‘well done’ 
frequently, and ‘fabulous’, ‘brilliant’ each on one occasion and ‘good’ on two occasions. She 
used the phrase (#008 / 124) ‘oh you’re so helpful aren’t you’ with Yvonne on one occasion.  
Excerpt 6.5 Tessa / #002 / 103 / Compliance-gaining: multiple praise tokens 
‘that’s it (.) well done well done (.) fabulous’ 
Excerpt 6.6 Orla / #005 / 151 / Compliance-gaining: multiple praise tokens 
‘lovely, lovely, ok, brilliant’ 
 There was one example of mutual praise (see Excerpt 6.7), which Jansson (2016) 
claims are rare occurrences. Excerpt 6.7 occurs during a getting up routine, in which Tessa 
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and Yvonne are chatting about the weather, Yvonne’s on-going back pain, and an 
appointment at the hospital, alongside directives about the task from Tessa and Yvonne. 
Excerpt 6.7 Tessa / #006 / 86-88 / Compliance-gaining:  mutual praise 
86. Yvonne eh (.) that’s lovely Von 
87. Tessa that’s lovely innit that eh  
88. Yvonne yeah 
Orla’s mostly frequently used praise tokens were ‘lovely’, ‘brilliant’, ‘well done’ and 
‘excellent’. On one occasion she used ‘perfect’ (Orla / #003 / 80). There were two occasions 
of mutual praise see Excerpt 6.8 and Excerpt 6.9. Excerpt 6.8 is a getting up routine and 
Excerpt 6.9 is a going to bed routine. Prior to the mutual praise exchange in Excerpt 6.9 
there were several positive feedback tokens from Queenie to Orla (e.g. line 10 ‘wonderful 
idea’, and line 16 ‘yes if you’ve got time’), setting the tone for the exchange in lines 20 to 25. 
Excerpt 6.8 Orla / #005 / 51-52 / Compliance-gaining: mutual praise 
51. Orla can you dry your right arm because it’s still damp that’s better   
      [background noises] right ohhahh thank you very much↑  
52. Queenie well thank you  
Excerpt 6.9 Orla / #008 / 20-25 / Compliance-gaining: mutual praise 
20. Queenie so (.) I’m very lucky to have you to check me up 
21. Orla I just I only want the best for you that’s all  
22. Queenie hahaha 
23. Orla hehehe  
24. Queenie you’re an angel 
25. Orla awhhh thanks Queenie you’re a lovely lady  
Finally, Orla made one specific observation which involved a praise token about 
Queenie’s hearing (Orla / #010 / 45 ‘you’re hearing quite well today’).  
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In Tessa’s data set there were two other sub-categories applied, where Tessa asserts 
her role in the transaction with Nora and secondly, one example where Tessa apologises 
during a task with Yvonne, who has hurt her back and Tessa accidently, hurts her.  
The resident participants (see Table 6.1) also used joint enterprise tokens, praise 
(including task assessments in the form of compliments) and in one example, mutual praise 
during transactional activities (see Excerpt 6.9). Both Queenie (#005 with Orla) and Yvonne 
(#008 with Tessa) invoke joint enterprise during task completion, rather than task 
completion being a series of directives to be complied with, Queenie checks the next step in 
the task, ‘what do you want me to do my face↑’ (#005 / 32-35) and makes a suggestion 
during the continuing task, ‘I could have some perfume on’ (#005 / 48). Later on, in the 
same recording, Queenie says, ‘I’m giving my face a wash’ [then later] ‘I can do that I’m all 
set to join you’ (#005 / 158-162), implying they were acting together and can now share in 
the post-task time together. 
In Yvonne’s data set, she creates the impression of joint enterprise through an 
invitation to her mother, with ‘I [xxx] I thought we’d go and see my mother’ (with Tessa in 
#008 / 26). Although a single example, the topic of her parents was a feature of Yvonne’s 
data set, and despite this being a confabulatory utterance (these types of utterances are 
‘untrue’ or false statements, Yvonne’s parents are clearly dead, as she is over 80 years of 
age) the invitation is sincere and not intended as a false statement. It is Yvonne’s assertive 
use of the collaborative ‘we’ (Pettersen and Hem, 2011:223; Hydėn, 2014) that indicates the 
joint enterprise alignment. However, Sachweh (1998:60) notes the collaborative ‘we’ used 
by care workers can exclude or minimise a resident’s concern, when used inappropriately. 
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Resident participants gave feedback on tasks being completed by the care workers, 
these took the form of a compliment, see Excerpt 6.10. The example with Queenie takes 
place during a washing task and Nora’s example during a foot massage. 
Excerpt 6.10 Compliments as feedback: task assessment initiated by residents 
Queenie / #005 / 42 lovely the way you scrub my back 
Nora / #001 / 153  you’re enjoying that ↑ 
Queenie (n=6) and Nora (n=5) were the most frequent users of compliments on task 
assessment, Harold had one example and Yvonne none. I would argue that these examples 
demonstrate both the mutuality of care and interdependence (Phillips, 2007) care concepts 
that can be overlooked, yet are featured frequently in the care literature (see Section 2.1.3). 
Table 6.1 displays the number of initiations made by resident participants demonstrating 
agency in compliance-gaining interactions.  
Table 6.1 Relational Work without risks: initiations by Resident Participants 
Categories and sub-categories Number of initiations 
Compliance-gaining Harold Queenie Nora Yvonne Total 
Joint enterprise 0 5 0 1 6 
Praise, including task assessments 1 6 7 4 18 
Mutual praise 0 0 0 1 1 
Next, I turn to compliments paid to the resident by the care worker and compliments 
paid by the resident to the care worker. 
6.1.2 Compliments 
Compliments (Figures 6.3 and 6.4) were made by both Tessa (n=19) and Orla (n=9) 
with all of the resident participants. Compliments were made concerning residents’ clothing 
(see Excerpt 6.11), bodily attributes (see Excerpt 6.12), personal belongings (see Excerpt 
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6.13), on one occasion about a family name (Tessa comments on a granddaughter’s name 
Tessa / #004 / 65) and, lastly on one occasion about a resident’s personality, Orla comments 
on Queenie’s personality (Orla / #008 / 24-26 ‘you’re a lovely lady’). Figures 6.3 and 6.4 
show that the majority of compliments (n=18) concerned the residents’ clothing. 
 
Figure 6.3 Tessa: Compliments 
 In Excerpt 6.11, both Tessa and Orla make remarks on residents’ clothing items.  
Excerpt 6.11 Compliments about clothing 
Tessa / #002 / 29  nice new slippers  
Tessa / #006 / 29 oh Iove your nightie got micky and minnie on it 
Orla / #011 / 91 that looks comfy (on completion of putting on pyjamas) 
Orla / #009 / 50 it’s [bra] very pretty 
Secondly, the care workers Tessa and Orla made compliments about the residents’ 
bodily attributes that is their hair, feet, body temperature and body odour. Tessa made two 
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Excerpts 6.12 Compliments about bodily attributes 
Tessa / #001 / 158  ohh your feet smell lovely now they smell like lemons 
Orla / #001 / 58  your hair looks nice 
On three occasions compliments were made about the residents’ personal 
belongings, bedding, and blankets. For example: 
Excerpt 6.13 Compliments about personal belongings 
Tessa / #002 / 2  nice new blanket there Nor 
Isolated compliments, such as these, may not be significant, but when built on over 
days, weeks, months and years have an accumulative impact. The average stay in a care 
home is 2.473 years (mean average in the UK) (Lievesley, Crosby and Bowman, 2011:24), 
meanwhile residents with dementia who are not physically frail ‘tend to stay longer’ than 
those residents with physical ailments. Lievesley, Crosby and Bowman however anticipate 
lengths of stay to reduce to ‘around a year’ (2011:26) for residents with dementia, a 
considerable length of time. The iterative nature of these comments I suggest contribute to 
the creation of a positive and loving environment for interactions. In Tessa’s case, her 
‘soothing tone’ (Grainger, 1993:176) indicated her compliments were genuine and sincere. I 
also noted that she complimented both Nora and Yvonne. The clothing compliments may 
also have had a secondary purpose that of assisting the completion of the task at hand, 
getting dressed, by encouraging Nora or Yvonne via the positive emphasis of the 
compliment to make a clothing choice. Equally, the intention could be to brighten the mood. 
Lastly, Tessa compliments Nora on her granddaughter’s name ‘[XXX] that’s a nice 
name’ (#004 / 65) and Orla compliments Queenie on her personality ‘you’re a lovely lady’ 
(#008 / 25). 




Figure 6.4 Orla: Compliments 
The resident participants also paid compliments to both Tessa and Orla (see Table 
6.2). These compliments I coded into the following sub-categories compliments about the 
care worker, compliments about the care worker’s appearance and compliments about the 
care home itself. To give a flavour here of these compliments, see Excerpt 6.14. 
Table 6.2 Relational Work without risks: initiations by Resident Participants 
Categories and sub-categories Number of initiations 
Compliments Harold Queenie Nora Yvonne Total 
About the carer 3 3 0 1 7 
Carer’s appearance 0 1 2 0 3 
Care home 0 1 0 0 1 
 
Excerpt 6.14 Compliments about the carer initiated by residents 
Harold / #002 / 74  you’re a lovely girl 
Queenie / #008 /24  you’re an angel; 25. Orla  awh thanks Queenie you’re a 
        lovely lady 
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Compliments aimed directly at the care worker were not frequent, Harold (n=3), 
Queenie (n=3), Nora (n=0), and Yvonne (n=1). Nevertheless, they do demonstrate that there 
is mutuality (Dannefer, 2008) in care. Care workers also confirmed that the mutuality aspect 
of care, or positive feedback was important to them and made a difference (Tessa / DBI / 
361 and Orla / DBI / 146 ‘ahh it’s nice yeah it is nice’). In Excerpt 6.14 from the #008 
recording with Queenie and Orla the compliment device is taken one step further with Orla 
in line 25 first accepting the compliment and then returning the compliment back to 
Queenie. A further example of an extension or deepening of the mutuality concept of care. 
Finally, resident participants initiated two further compliment types, compliments 
about a care worker’s appearance (n=1) and about the care home itself (n=1). Both of these 
compliments were initiated by Queenie, which is unsurprising as she as the most frequent 
user of compliments of all the resident participants (Queenie / n=11 compliments). 
However, as we shall see in Chapter Seven, other residents namely, Harold had a different 
way of expressing his connectedness and interdependence with the care worker, Orla, 
primarily through reverse compliments, humour, and familiarity tokens. 
6.1.3 Humour 
Humour is discussd in the literature as a ‘compensatory behaviour’ (Lindholm, 2008) 
in the case of laughter (p.9-11), can be a cover for a linguistic gap, as well as to preserve a 
certain position/status in the interaction for example. Humour is also discussed by Backhaus 
(2009:62) as ‘inclusive joking’, where both care worker and resident are ‘in’ on the joke.  
Both Tessa (n=5) and Orla (n=12) (see Figures 6.5 and 6.6) used humour in their 
private interactions with the resident participants. I coded humour initiated by care worker 
participants as laughter, sarcasm and playful singing. I coded humour initiated by resident 
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participants as laughter to please, spontaneous laughter, sarcasm, playful singing and role 
reversal. I discuss these resident initiated examples after the care worker examples. Figures 
6.5 and 6.6 display the different types of humour engaged in by Tessa and Orla. 
 
Figure 6.5 Tessa: Humour 
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Orla peppered her talk with laughter, especially in the recordings with Harold, for 
example: 
Excerpt 6.15 Orla: Harold / #003 / 54-58 / Humour: laughter  
54. Harold [xxx] oh bugger me bugger me bugger me 
55. Orla bugger me: oh dear oh: bend down hehehe these are little figgie  
   buttons aren’t they 
56. Harold [xxx] some trouble 
57. Orla hehehe 
58. Orla least you haven’t got gloves on↑ [laughs] all right taking that off           
   brilliant and  
Orla / #007 / 47 / Humour: laughter   
47. Orla            hehehe tickle tickle hehehe 
Sarcasm was also used by Tessa (n=3) and Orla (n=6). Tessa, for example in Excerpt 
6.16, uses stress and intonation, alongside ‘my word’ exclamation to emphasise her point. 
Excerpt 6.16 Tessa / #008 / 36 / Humour: sarcasm 
36. Tessa  o:h my word you’re going to be tired today then (which followed an 
   admission by resident participant, Yvonne that she had not slept well).  
Another example (see Excerpt 6.17), concerns a short interlude discussing a future 
hospital appointment for Yvonne. Tessa jokingly refers to herself as being ‘your chauffeur’, 
assuming a fantasy role and creating a light touch to perhaps mitigate the potential stress of 
the forthcoming appointment and infer an outing grander than anticipated. In the playful 
singing sub-category (Excerpt 6.18) Tessa reflects the upbeat mood initiated by Yvonne and 
mimics her singing style, without patronising Yvonne. The tone is congruent with Yvonne’s 
and collaborative, as they engage together in getting dressed whilst navigating an on-going 
back pain condition. Perhaps the collaborative singing of the directive ‘up and over’ helps to 
deflect away from the back pain which reappears in the subsequent dialogue. 
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Excerpt 6.17 Tessa / #006 / 51 / Humour: sarcasm 
51. Tessa I’ll be your chauffeur 
Excerpt 6.18 Yvonne: Tessa / #006 / 72-73 / Humour: playful singing 
72. Yvonne  yeah oh oh oh [singing style]  
73. Tessa  oh oh oh up and over [singing style] 
 The next example (see Excerpt 6.19) also occurs between Tessa and Yvonne. Tessa 
implies that ‘even’ at Yvonne’s advanced age keeping fit is important and can’t be avoided. 
Tessa skilfully conveys the message that taking part in the physical fitness activities in the 
care home is important, with the use of humour; she is able to soften that directive and 
receive a giggle in response (line 103) as confirmation of Tessa’s observation. Thus, Tessa 
identifies fitness being indexed as fun rather than a chore and for all ages. 
Excerpt 6.19 Yvonne: Tessa / #008 / 101-103 / Humour: sarcasm 
101. Yvonne got to keep fit 
102. Tessa you have got to keep fit (.) even at 89 Von 
103. Yvonne [giggles] (..) 
Orla made several remarks to resident participant, Harold, about his age, calling him, 
on several occasion, a ‘young man’, when he is actually in his 80s. With resident participant, 
Queenie, she remarked as follows (Excerpt 6.20), after a discussion about an invitation to 
the forthcoming Royal Wedding of Prince Harry and Meghan Markle. 
Excerpt 6.20 Orla / #005 / 91 / Humour: sarcasm 
91. Orla ohh we’ll have to check check the post regularly Queenie 
In other words, Orla implies that an invitation to attend the Royal Wedding might 
arrive and in which case they need to be vigilant, but her tone and stress on ‘regularly’ 
implies that she doesn’t quite believe this will happen. Line 91 is followed by laughter from 
Discourses of care 
221 
 
Queenie in line 92, as she colludes with the inferred meaning and indicates that she 
understands the joke. Backhaus (2009) would claim this as an example of inclusive joking. 
Resident participants used humour (see Table 6.3) directed at their care workers. 
The following examples demonstrate how the resident contributions lighten the tone. 
Excerpts 6.21 Humour: Resident initiated 
Orla: Harold / #012 / 130 / Humour:  laughter to please 
130. Harold  I want to say something that will make you laugh 
Tessa: Yvonne / #006 / 114-115 / Humour: sarcasm 
114. Tessa oo your feet are like ice (.) 
115. Yvonne I oughts [sic] to know  
Tessa: Nora / #001 / 93-95 / Humour: role reversal 
93. Tessa you can lie down if you like you can lie down if you like 
94. Nora  no I’m all right like this I want to see what’s going on ↑ [laughs] 
95. Tessa you’re a nosy annie are you↑ 
Table 6.3 Relational Work without risks: initiations by Resident Participants 
Categories and sub-categories Number of initiations 
Humour Harold Queenie Nora Yvonne Total 
Laughter to please 1 0 0 0 1 
Laughter spontaneous 1 0 2 2 5 
Sarcasm 1 0 1 3 5 
Singing 0 0 0 1 1 
Role reversal 0 0 1 0 1 
We can see that humour contributes to compliance-gaining strategies, to smooth the 
path in otherwise potentially face threatening situations (Holmes and Stubbe, 2003), such as 
these personal care tasks. They also demonstrate an easiness or ‘common ground’ (Holmes 
and Stubbe, 2003:111) between the interlocutors, that jokes even at the other’s expense 
(Excerpt 6.19 – Yvonne’s age) are received positively (Yvonne’s response is to giggle). 
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Backhaus (2009:64-67) might call the above examples of ‘exclusive joking’, in that the joke is 
at the expense of the resident (Tessa (6.19) calls Nora ‘a nosy annie’; Orla (6.20) insinuates 
that an invitation to a Prince Harry’s Wedding is actually pretty unlikely despite Queenie’s 
royal connections). Except that both care workers’ tone, and possibly other paralinguistic 
features (unknown as these are audio recording only), indicate the opposite. 
6.1.4 Acknowledgement  
Acknowledgement by care worker participants of resident participants’ concerns 
comprised four different practices (see Figures 6.7 and 6.8), namely reassurance, expressing 
concern for well-being, showing appreciation or thanking, and finally encouragement. Such 
strategies attract less attention in the literature, and yet deserve inclusion as contributing 
towards relational work and meaningful relationships. 
In the Tessa dyads there is one direct example of reassurance (see Excerpt 6.22), and 
in the Orla dyads there are two examples. Orla offers reassurance to Harold when he 
initiates a worry about being in ‘trouble’ with ‘oh: no you’re not’ (Orla / #007/ 21). With 
Harold (#011 / 69) Orla, in response to his concern about his partner not visiting, reassures 
him that his partner will visit him tomorrow on New Year’s Eve, ‘she won’t be here tonight 
she’ll be here tomorrow’. 
Excerpt 6.22 Tessa / #005 / 51 / Acknowledgement: reassurance 
51. Tessa don’t worry Von 




Figure 6.7 Tessa: Acknowledgement 
Figure 6.7 shows that Tessa uses a range of acknowledgement tokens, with ‘concern 
for well-being’ (n=15) being the most common. As this study is only a snapshot of Tessa’s 
interactions with Nora and Yvonne, these findings may be skewed by the fact that Yvonne 
had hurt her back during the data collection time-frame (Tessa: Yvonne / #003 / 26) and so 
enquiries from Tessa about Yvonne’s back were more pertinent. Concerns for the resident 
participants’ well-being included physical (see Excerpt 6.23) and emotional needs (see 
Excerpt 6.24 and 6.25). Physical concerns often related to pain and the quality of sleep (see 
the following excerpts). 
Excerpt 6.23 Tessa / #006 / 45, 60, 75 / Acknowledgement: Concern for well-being 
(physical) 
45. Tessa it’s all right once you’re up innit it’s just the getting up most of the   
   time 














Reassurance Concern for well-being Appreciation / thanking Encouragement
Tessa: Acknowledgement 
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75. Tessa your poor back you could do with a massage Von 
Excerpt 6.24 Tessa / #001 / 19 / Acknowledgement: Concern for well-being (emotional) 
19.  Tessa seeing as you were getting a bit worried 
Excerpt 6.25 Tessa / #007 / 56 / Acknowledgement: Concern for well-being (emotional) 
56. Tessa so it’s gonna be all right I’m gonna be here all day (.) with you am I 
   right 
Excerpt 6.26 Tessa / #008 /28 / Acknowledgement: Concern for well-being (sleep) 
28.    Tessa did you sleep all right↑ 
In the Orla dyads (Figure 6.8) it was the appreciation or thanking (n=14) tokens that 
were most frequently used, mostly as ‘thank you’. On one occasion she says ‘you’re very 
welcome’ (Orla / #005 / 157). I suggest that both expressing concern for well-being and 
showing appreciation through thanking tokens demonstrates reciprocity in both directions, 
care worker-resident (expressing concern), and resident-care worker (showing 
appreciation).  
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Finally, encouraging remarks (see Figures 6.7 and 6.8) were few, Tessa (n=1) and Orla 
(n=1). In Tessa’s case, she asked Nora to ‘give me a smile’ (Tessa / #007 / 158) and in Orla’s 
case, she noted to Queenie, ‘you always feel a little bit better in yourself’ (Orla / #009 / 13) 
regarding the benefits of getting up and out of bed, which Queenie was reluctant to do. 
I note that care workers aligned with the resident participants by echoing or 
repeating their exact words, to reflect emotions, and concerns. Kitwood calls this type of 
turn, validation (1997a:91) or ‘acknowledging the reality of a person’s emotions and 
feelings’. 
All the resident participants made evaluative comments (see Table 6.4) about either 
the care worker-resident relationship, care home activities or by thanking and using 
appreciative tokens.  
Table 6.4 Relational Work without risks: initiations by Resident Participants 
Categories and sub-categories Number of initiations 
Acknowledgements Harold Queenie Nora Yvonne Total 
Carer-Resident relationship 1 1 0 0 2 
Care home activity 1 0 0 0 1 
Appreciation and thanking 0 9 1 5 15 
These resident-initiated examples (see Excerpts 6.27, 6.28 and 6.29) demonstrate 
again the mutuality and interdependence that relational work entails. There is a regular 
exchange of positive tokens from both care workers (see Compliments / Section 6.1.2) and 
from residents as I show here. 
Excerpt 6.27 Queenie / #010 / 10 / Acknowledgement: Care worker-Resident Relationship 
10. Queenie do you think you’re getting to know me 
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Excerpt 6.28 Harold / #007 / 73 / Acknowledgement: Care home activities 
73. Harold they were smashing […] they were outstanding (referring to a recent 
   visit by a children’s choir) 
Excerpt 6.29 Yvonne / #003 / 95-97 / Acknowledgement: Appreciation and thanking 
95. Tessa Von I’ll get it (.) watch your back (.) [sound of paper rustling] there 
   you are see (.) all right 
96. Yvonne thank you very much  
97. Tessa you’re all right darling there you leave that there (.) come with me 
   Vonny come with me darling (.) 
6.1.5 Reflexivity  
Only one care worker participant Tessa made utterances (Excerpts 6.30 and 6.31) 
that could be coded as reflexive of her role and relationship with a resident participant, both 
cases were with resident participant, Nora. Tessa’s admission that she ‘enjoy[s]’ what she is 
doing and recognises that she is not ‘just’ doing her job, but is ‘good friends’, is an example 
of what other scholars (see Chapter Two) describe as interdependence. 
Excerpt 6.30 Tessa / #001 / 56 / Reflexivity: Carer-Resident Relationship 
56.   I enjoy giving you a massage Nor 
Excerpt 6.31 Tessa / #001 / 116 / Reflexivity: Carer- Resident Relationship 
116.  nice to have a bit of one to one time isn’t it just you and me (.) cos we’re  
  good friends aren’t we ↑Nor (Nora follows in line 117 with a laugh indicating 
  agreement) 
6.1.6 Enquiries about the care worker 
All the resident participants made enquiries about the carers’ work schedule (see 
Table 6.5), their life outside the care home and their role as a care worker.  
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Table 6.5 Relational Work without risks: initiations by Resident Participants 
Categories and sub-categories Number of initiations 
Enquiries about care worker Harold Queenie Nora Yvonne Total 
Work schedule 3 0 1 0 4 
Carer’s life 1 0 1 1 3 
Carer’s role 0 1 0 0 1 
Marsden and Holmes (2014:27) identified examples where residents enquired about 
care workers’ ‘well-being’, ‘out-of work-interests’, ‘future plans’ and ‘expressed concern’. 
Similarly, residents made enquiries about the care workers’ work schedule which seemed to 
imply that residents were keen to know when their care worker was working, as they liked 
them being around. Care worker’s life enquiries implied an intimacy, firstly understanding 
their interests (see Excerpt 6.32) and thus of concern over and above the care task being 
transacted. Secondly, comments with an intergenerational implication (see Excerpt 6.33) 
implied an almost ‘grandmotherly’ enquiry. 
Excerpt 6.32 Harold / #003 / 137 
137. Harold when are you going to Cheltenham (referring to the horse races held 
   there) 
Excerpt 6.33 Yvonne / #008 / 141 
141. Yvonne so when you getting married 
6.2 Summary of Chapter Six and Introduction to Chapter Seven 
In Chapter Six I have presented findings from data collected in two care homes, 
namely, Autumn Leaves and Summer Roses, drawing on data from 20 audio-recordings and 
discourse-based interviews (DBIs) with both care-workers. The audio-recordings were 
completed by four care worker-resident dyads, (1) Tessa: Nora, (2) Tessa: Yvonne, (3) Orla: 
Harold and (4) Orla: Queenie. The findings related to relational language work where there 
was little or no risk to face concerns. Examples were presented to demonstrate the 
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following linguistic features of compliance-gaining, compliments, humour, 
acknowledgement, reflexivity, and enquiries about care workers. In Chapter Seven, I present 
findings on relational language work which includes some risk, on the part of the care 
worker and resident. 
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Chapter Seven  
Findings (3): Talking is Doing Care: Relational Work with risks 
7.0 Overview of the chapter 
 In this chapter I continue to describe and analyse data collected in two dementia 
care homes in England, namely ‘Autumn Leaves’ and ‘Summer Roses’ between November 
2016 and April 2018. I present data on relational language work that comprises some level 
of risk, or threat to face concerns (Goffman, 1967, 2011). 
By relational work with risk I mean discursive features that challenge the face needs 
of the recipient or where the initiator takes an interactional risk, for example where a 
derogatory term is used. In Locher’s terms, interactions with risk might be those that are 
‘face-aggravating’ (2013:148), they may also be intentional, incidental or accidental 
(Goffman, 1967:7; 2011:2077). However, such risky interactions or FTAs depend upon the 
motivation of the speaker, the circumstances and any mitigating strategies29 deployed with 
the utterance (Jansson and Plejert, 2014:33). Thus, the recipient of such a negatively 
marked utterance may potentially, although not necessarily receive the response negatively. 
For example if a resident disagrees with a care worker, or the care worker with the resident. 
A negative response may not result, when the situated nature of the interaction is 
understood. Schnurr, Marra and Holmes (2008:212) note that ‘impolite behaviours that are 
not truly impolite but reflect the shared knowledge and values of a group, and which have 
the effect and intention of reinforcing solidarity among group members’, are examples of 
‘mock impoliteness’ (citing Culpeper, 1996, 2005; and see also Leech, 2014). In other words, 
                                                             
29
 Examples of mitigating strategies are: humour / joking (Makoni and Grainger, 2002; Backhaus, 2009); 
laughter (Lindholm, 2008; Backhaus, 2009); praise (Backhaus, 2009; Jansson, 2016); endearments (Sachweh, 
1998; Jansson and Plejert, 2014); minimisation (Jansson and Plejert, 2014); prosody (Garinger, 1993). 
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interlocutors can ‘get-away-with’ being impolite to each other without actually indexing 
impoliteness, rather such an exchange can affirm the closeness of a relationship and shared 
knowledge and experience of interactions that has built up between the parties. Locher and 
Watts (2005:12; 2008:79) note that in fact the reverse may be more accurate, in that 
overpoliteness can indicate impoliteness. Leech (2014) uses the term banter (2014:216) or 
teasing (2014:236) to describe such risky interactions. He says in such a context that ‘overt 
impoliteness leads to a “polite” (or rather, “camaraderic”) interpretation’ (2014:239) and 
‘signal[s] […] solidarity’ (2014:239). I will demonstrate examples from my data in this 
Chapter (see Section 7.1.3 Humour). In relational work, Locher notes (2004) interactional 
examples that demonstrate impoliteness superficially, yet are actually ‘appropriate’ (Locher 
and Watts, 2011) to the situated interactions in which they take place and the previous 
‘involvement’ of the interlocutors (Locher, 2004:51). 
Utterances may also be considered risky, not in face terms and not by the 
interlocutors themselves, but at a more macro-level by for example social movements30 
(Barnes, 2012), researchers (Williams et al., 2017), or care inspectors (Elaswarapu, 2018).  
7.1 Relational Language Work with risks: Categories and Examples  
I now turn to some examples from both the care worker and resident initiated turns, 
which demonstrate this with risk category. Commencing with familiarity, examples include 
address terms, endearments and swear words. Then I present examples during interactions 
including compliance-gaining, and humorous exchanges, in particular reverse compliments. 
                                                             
30
 Barnes (2012) notes that some in the Disability Movement in the UK have campaigned against relational 
aspects of care and promoted the independence, personalization and choice aspects, thus removing the more 
social aspects of the care agenda. 
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Finally, I also present and discuss a care worker-initiated interaction only, namely being a 
critical friend as a means to managing discord. 
7.1.1 Familiarity  
Utterances indexing familiarity, or intimacy in the relationship between the care 
workers and resident participants, were evidenced in a number of ways by both care worker 
participants31, Tessa and Orla, and were context dependent. These included the use of 
dialect forms, colloquial forms, and different address terms such as endearments, first 
names and diminutives, when addressing the resident participants. Occasionally they made 
intimate comments on resident participants’ personal habits, such as picking sores or scabs. 
Secondly I present familiarity tokens used mostly by residents, namely swearing, invitations 
and sexual references. 
Expressions of familiarity or intimacy were used by all research participants, and 
these included non-threatening swear words, endearments as address terms (Grainger, 
1993; Sachweh, 1998; Marsden and Holmes, 2014), offers and invitations by residents (Ryan 
et al., 2005; Jansson and Plejert, 2014). Care workers also indexed familiarity with the 
residents through their use of dialect terms, colloquial forms (Grainger, 1993:242; Sachweh, 
1998), diminutives (Grainger, 1993; Williams et al., 2017) and commenting on residents’ 
personal habits. Care workers alone indexed familiarity with residents by using reflexive 
tokens. 
                                                             
31 I will discuss the resident participant data sets after the care worker participant data sets. 
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Firstly, Tessa’s (see Figure 7.1) selection of lexical items such as ‘luvver’32 (#008 / 
150) a dialect endearment term commonly used by dialect speakers in the locality of the 
study (personal observation), indexes an equal standing between interlocutors, and a 
potential shared repertoire and heritage. This term is used on only one occasion by Tessa, 
which is perhaps surprising as she and her resident participants retain several noticeable 
features of their shared dialect (e.g. use of the third person ‘he’ for inanimate objects). Such 
an infrequent use of the term ‘luvver’ might be explained in that no endearment tokens are 
recorded between Tessa and Nora, so that leaves only the Tessa: Yvonne dyad where 
examples could be recorded. Orla, in contrast used no dialect terms, this is to be expected 
as she did not share the local dialect with the resident participant, Harold, nor the linguistic 
register of resident participant, Queenie. She did however, regularly use colloquial terms or 
euphemisms (Grainger, 1993:242) such as ‘knickers’ (Orla / #005 / 29; ‘boobs’ and ‘tummy’ 
(Orla / #009 / 38), and ‘chops’ (#007 / 47) referring to a part of the face or jaw.  
                                                             
32 The transcription of the term ‘lover’ has been transcribed here to reflect Tessa’s localised pronunciation of 
the word. 




Figure 7.1 Tessa: Familiarity 
A number of other colloquial terms indexing familiarity were used by Tessa, for 
clothing items, ‘knickers’ (Tessa / #004/ 128 and Tessa / #006 / 135) and for body parts, 
‘bum’ (Tessa / #003 / 63) and ‘tootsies’ (Tessa / #004/ 113) for feet.  I found one example in 
Tessa’s dyads of the use of a euphemism to describe an intimate body part (see Excerpt 
7.1). This is somewhat surprising as the majority of the data set covers personal care in 
which intimate and sensitive body parts are often part of the interaction. 
Excerpt 7.1 Tessa / #003 / 51 / Familiarity: Lexical: colloquial /euphemisms 
51. Tessa just have a little freshen up down there all right ↑ 
With respect to space concerns, I discuss two sub-categories in more detail, non-
threatening use of swear words and endearments as address terms. The latter because 
there is a preponderance of these utterance types in the data sets (n=25) and there is 
controversy in the literature with regard to their function (Sachweh, 1998; Williams et al., 











Address terms:  Full name
Address terms:  Diminutives
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Tessa: Familiarity 
Discourses of care 
234 
 
(n=71) and a lack of discussion in the literature about the non-threatening use of swear 
words in dementia care settings. 
Use of address terms can index formality and social distance (e.g. using a formal title, 
Mr So and So or Mrs So and So) or informality and social closeness (using first names, 
diminutives or nick names) between interlocutors. Endearments featured regularly (n=15) in 
Tessa’s interactions and less frequently in Orla’s interactions (n=5), alongside and within 
task-oriented language sequences. In particular in the Tessa: Yvonne dyad, for example, 
such as ‘my darlin’ (Tessa / #006 / 55) although other terms were used for example ‘poppet’ 
(Tessa / #003 / 20). Endearments served several functions: endearments combined with 
praise tokens were used to give encouragement to complete a task (e.g. Tessa / #003 / 3 
‘well done darling (.) come in this way my darling (.)’); to confirm that the task was going 
well (e.g. Tessa / # 006 / 55 ‘come on then darlin’ smile well done’) that is we are not 
finished yet; to congratulate the resident on completing the task (e.g. Tessa / #004 / 5, ‘yeah 
come on then (.) that’s it bring those legs round for me (.) oh (.) bless […]’) and finally also to 
offer reassurance about the stage of the task (e.g. Tessa / #003 / 13 ‘move forward lovely 
and help you get your pyjamas on eh’). There was one occasion when an endearment was 
used to mitigate the pain experienced by the resident (e.g. Tessa / # 06/ 120, ‘what is it your 
back’ 121. Yvonne ‘yeah’ (.) 122. Tessa ‘oh there we are sorry darlin’’).  
At the same time, endearments as address terms were used by Tessa incurring 
direct, ‘here and now’ (Angouri and Piekkari, 2018: 20) risk. In Excerpt 7.2, Tessa uses the 
term ‘dafty’ to describe Nora following a foot soaking episode. Nora accepts the description 
readily in line 24 with ‘yeah I suppose I am’, even proudly. Tessa confidently uses this term 
as she knows that Nora is a ‘silly grandma’ (Tessa / DBI / 77). Again, with Nora, she calls her 
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a ‘lazy little devil’ (see Excerpt 7.3) admonishing Nora for being lazy and wanting to stay in 
bed too long, yet at the same time acknowledging that Nora is a bit of an endearing 
character. In both cases these terms are received positively by Nora. 
Excerpt 7.2 Tessa: Nora / #001 / 23-24 / Familiarity: endearments 
23. Tessa you’re a dafty Nor (.) 
24. Nora ◦yeah I suppose I am [xxx] not much (.) is it◦ 
Excerpt 7.3 Tessa / #004 / 91 / Familiarity: endearments 
91. Tessa  you tired↑ (.) you’ve just got out of bed (.) lazy little devil 
In a third example of an endearment with risk, Tessa describes Nora as a ‘nosey 
annie’ (see Excerpt 7.4) during a foot massage episode. It is preceded by a short laugh 
(Lindholm, 2008) giving an indication to Nora that the description is jovial and not a threat.  
Excerpt 7.4 Tessa: Nora / #001 / 93-96 / Familiarity: endearments 
93. Tessa you can lie down if you like you can lie down if you like 
94. Nora no I’m all right like this I want to see what’s going on↑ [laughs] 
95. Tessa [laughs] you’re nosey annie are you↑ 
96. Nora yes [xxx] owh what’s that ↑ 
Orla also used endearments, but less frequently than Tessa, see two examples in 
Excerpts 7.5 and 7.6. In Excerpt 7.5 ‘sweetheart’ is used slightly in exasperation by Orla, as it 
follows a small challenge by Harold, where Orla may be losing authority over the task at 
hand, and so applies the extra weight of ‘sweetheart’ to remind Harold that they are a close 
and cooperative team. Orla manages to retain her position as the responsible care worker 
trying to complete a task and a few lines later Harold pays her a compliment and all is well.  
Excerpt 7.5 Orla: Harold / #007 / 111 / Familiarity: endearments  
111. Orla  sweetheart 
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 In Excerpt 7.6 Orla invokes her closeness and familiarity with Queenie with ‘my love’ 
to emphasise the need to comply with the task at hand, getting undressed. Orla only does 
this once, so it appears that Queenie has been reminded of their mutual familiarity and 
accepts the need to comply. 
Excerpt 7.6 Orla: Queenie / #009 / 29 / Familiarity: endearments 
29. Orla my love 
Full names were also used as address terms. Tessa used the resident participants’ 
full first names, Tessa: Nora (n=4), Tessa: Yvonne (n=1). Orla did not use the full names of 
either resident participant. Both Tessa and Orla used diminutive forms, Tessa for Nora and 
Yvonne used, Nor (n=48), Von (n=48) and Vonny (n=1) respectively. In Orla’s data set 
diminutives were used for Harold (n=131) and Queenie (n=81) occurrences33. Diminutives 
can index closeness in a relationship (Sachweh, 1998), however depending on the ‘speakers’ 
status’ (Sachweh, 1998:57) and nature of the relationship. Although some scholars disagree 
and suggest they can be ‘demeaning’ (Williams et al., 2017:7). Familiarity was also indexed 
with address terms using endearments by residents, such as ‘my sweetie one’ (Yvonne / 
#006 / 123) and ‘all right my love’ (Yvonne / #008 / 10). As I have noted above, both care 
workers used endearments (Tessa more than Orla), as appropriate to the use of the resident 
they were currently working with. Consequently, Yvonne uses the most endearments as 
address terms (n=6) and Tessa uses equally most endearments with Yvonne (n=14). This 
pattern is understandable as both care workers confirmed (in the discourse-based 
                                                             
33 Please note that Harold is used to reflect the age and background of the resident, with Harry used as a 
diminutive form in the transcript to reflect the use of a diminutive in actual use. Queenie also reflects the age 
and background of the resident and is used consistently in a diminutive form. Likewise, Nora and Yvonne were 
selected to reflect the residents’ personal context and also so that diminutives forms could be shown in the 
pseudonymic form. 
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interviews) that they adapted their language use, address terms included, to mirror the style 
of the resident they were working with. 
Endearments indexing familiarity can demonstrate an investment in relational work, 
and even endearments which display superficially a threat even an insult, can be received 
positively and invoke a sense of fun and camaraderie (Leech, 2014).  Endearments as 
address terms are used more by Tessa than Orla, and Tessa uses them almost exclusively 
with Yvonne. Orla likewise, uses most of her endearment address tokens with Queenie, 
rather than Harold.  
 
Figure 7.2 Orla: Familiarity 
Making personal comments on others’ personal body parts indicates intimacy, 
requires permission and confidence, especially where the comments are not necessarily 
flattering and potentially ‘face-threatening’ as in for example Tessa: Nora / #004 / 115, 
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potential for offence or face threat, as the ‘missus’ implies sarcasm, mischief, and humour 
(Makoni and Grainger, 2002; Backhaus, 2009),and thus minimising the threat (Jansson and 
Plejert, 2014) something that as Tessa is aware of Nora’s life story and personality knows 
would be appealing to her. The comments here in part demonstrate attention to small 
details and indicate a level of intimacy that goes beyond ‘normal’ levels of politeness. Tessa 
comments on two other occasions about Nora’s personal habits see Excerpts 7.7 and 7.8. 
Excerpt 7.7 Tessa / #002 / 43-49 / Familiarity: personal habits 
43. Tessa hmm ohh what you been doing to your foot there Nor ↑ 
44. Nora [xxx] 
45. Tessa got a scratch in your foot 
46. Nora [xxx] yes that’s what [xxx] 
47. Tessa you’ve been picking ‘ave you 
48. Nora no yeah I don’t think  
49. Tessa you don’t think so 
Excerpt 7.8 Tessa / #002 / 67 / Familiarity: personal habits 
67. Tessa we’ll have to get those hairs out of your chin and all  
Orla shared Queenie’s fascination of a toileting personal habit, see Excerpt 7.9 
below. 
Excerpt 7.9 Orla / #005 / 142-143 / Familiarity: personal habit comments 
142. Queenie isn’t it strange how sometimes just at the last minute you think you’ve 
   spent a penny and then another bit more 
143. Orla a little bit more oh okay: [background noises] a little bit more creeps 
   out [background noises]  
In other circumstances, commenting on someone else’s personal toileting habits 
could be a face threat, especially between two adults. For example, commenting on 
someone’s weight gain, or pointing out to someone that they have a piece of spinach on 
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their tooth.  As Locher and Watts (2005) note whether an utterance is polite or appropriate 
or not is often attributable to the interlocutors’ expectations. Nora does not take offense to 
the hairs on her chin being noted, it appears to be an expected comment, even routine and 
thus not offensive. In other settings, for example, between a doctor and patient, where the 
power differential is more marked, a comment such as this, may well cause offense to the 
patient and if produced by the patient cause serious concern for the doctor. Thus, the 
situated nature of the comment is relevant and significant.  
Moving onto those familiarity tokens displayed mostly by residents, I refer to 
swearing, invitations and sexual references. Harold was the most prolific user of a non-
threatening swear words with 68 occurrences. Nora had two examples, Yvonne one and 
Queenie none. I identified four functions of this non-threatening usage, firstly to give 
emphasis (adjectivally or adverbially) to the subsequent word (see Excerpts 7.10, 7.11, and 
7.12 for examples). Excerpt 7.10 occurs during a bath washing sequence and the ‘cold’ is 
referring to the temperature of the water. Orla in the subsequent turn offers an alternative 
assessment of the water temperature and Harold accepts immediately afterwards with a 
‘yeah’ in line 81. The temperature of the water is not mentioned again by either Harold or 
Orla. As the two interlocutors’ ‘involvement’ (Locher, 2004:51) is positive, Orla has the 
knowledge and confidence to take the inclusion of a swear word lightly. 
Non-threatening swearing: Type One / Emphasis 
Excerpt 7.10 Harold / #001 / 79 / Familiarity: Lexical: Non-threatening swearing 
79. Harold owh it’s bloody cold 
Excerpt 7.11 Harold / #002 / 128 / Familiarity: Lexical: Non-threatening swearing 
128. Harold oo the bloody pain makes me laugh 
Excerpt 7.12 Harold / #007 / 76 / Familiarity: Lexical: Non-threatening swearing 
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76. Harold they [the children’s Christmas choir] were bloody (.) were fan  
   fantastic 
Secondly, swear words presented as an exclamation or assessment token relating to 
pain, some sort of difficulty, worry or expression of joy (see Excerpt 7.13, 7.14, and 7.15 for 
some examples). In Excerpt 7.13 Tessa is helping Nora get ready for bed, involving taking 
clothes off and putting them on. The ‘he’ in line 38 seems to refer to Nora’s foot and 
whether it will fit into a pair of slippers Tessa has. The ‘my god’ in line 38 demonstrated 
Nora’s concern that her foot might not fit. 
Non-threatening swearing: Type Two / Exclamation or assessment 
Excerpt 7.13 Nora / #002 / 38 / Familiarity: Non-threatening swearing 
38. Nora my god is he going to get into [xxx] I have put it back on 
Excerpt 7.14 Harold / #012 / 80 / Familiarity: Non-threatening swearing 
80. Harold oh god [xxx] especially down below 
Excerpt 7.15 Harold / #006 / 50 / Familiarity: Non-threatening swearing 
50. Harold oh bugger me [background noises] oh god 
Thirdly, non-threatening swearing was used casually as an intensifier (see Excerpt 
7.16) for an example and finally, one example to express the resident’s assessment of 
himself (see Excerpt 7.17). Fourthly, Harold uses ‘ buggered’ in excerpt 7.17 as verb to 
describe how he is feeling as he subsequently admits to a bad back, putting the description 
into context, and thus minimising any threat to the care worker’s face. 
Non-threatening swearing: Type Three / Intensifier 
Excerpt 7.16 Harold / #001 / 149 / Familiarity: Non-threatening swearing 
149. Harold oh god yeah 
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Non-threatening swearing: Type Four / Self-description 
Excerpt 7.17: Harold / #001 / 181 / Familiarity: Non-threatening swearing 
181. Harold I’m buggered 
Tessa used mild expletives, e.g. ‘bugger’ and ‘oh gawd’. ‘Bugger’ in Excerpt 7.18 
referred to Yvonne’s bad back. Using an expletive, mild or otherwise in the workplace could 
be regarded as impolite (Schnurr, Marra and Holmes, 2008:216), yet again in this specific 
setting, I would agree with Schnurr, Marra and Holmes (2008) it is appropriate, as it reflects 
the distress of the resident (the bad back has been a constant feature in the Tessa: Yvonne 
dyad) and acknowledges the nuisance of the pain, without over medicalising the pain. A 
milder term, such as ‘your back has been a nuisance’ may not have sufficiently conveyed the 
empathy and solidarity that Tessa is seeking to infer. In other words, ‘bugger’ adds weight to 
her concern for Yvonne and is acceptable to Yvonne. 
Excerpt 7.18 Tessa: Yvonne / #006 / 35-37 / Familiarity: swearing 
35. Tessa that’s it wriggle to the edge well done Von back’s been a bugger ain’t 
   he 
36. Yvonne eh 
37. Tessa that back of yours has been a bit of a bugger 
Next Tessa uses the term, ‘oh gawd’ twice in both cases these were self-
admonishments by Tessa who in the first example Nora seems to be choking (see Excerpt 
7.19) and in the second example (Excerpt 7.20), Tessa is concerned she had broken 
something (#008 / 108). These are asides, not directed to the resident, nevertheless spoken 
within the resident’s hearing and could potentially be misinterpreted. Nora could take 
offence, yet no evidence of offence is present in the data. 
Excerpt 7.19 Tessa / #002 / 169 / Familiarity: swearing 
169.  Tessa oh gawd  
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Excerpt 7.20 Tessa / #008 / 108 / Familiarity: swearing 
108. Tessa oh gawd  
Familiarity was also conveyed by residents’ offers and invitations (Jansson and 
Plejert, 2014) to care workers (see Excerpt 7.21 and 7.22). An offer or invitation can be 
accepted therefore no risk, or be a threat, if declined even rejected where the invitation 
maker may experience a face threat. 
Excerpt 7.21 Nora / # 001 / 50 / Familiarity: Offers / Invitations 
50. Nora I’ll give you something of what I have got 
Excerpt 7.22 Yvonne / #008 / 20 and 26 / Familiarity: Offers / Invitations 
20. Yvonne you and me will goes to dinner  
[lines 21 to 25 omitted] 
26. Yvonne I [xxx] I thought we’d go and see my mother  
Sexual references which are exclusive in this data set to the Orla: Harry dyads do 
feature in the literature (see Makoni and Grainger, 2002: 821). In Excerpt 7.23, is a going to 
bed routine, the excerpt is preceded by a fairly lengthy exchange about the bargains that 
can be found in charity shops with both Harry and Orla contributing. Harry introduces the 
sexual term ‘cock’ (line 72) unexpectedly, in response to an innocent preceding turn by Orla 
acknowledging Harry had ‘nice clean hands and a clean face’ and thus is ready for bed. It 
appears Harry’s objective is to shock which he partially achieves as Orla requests that he be 
quiet at line 73 with ‘sshh’ followed by a pause, giving Orla a little thinking time on how to 
respond. Next Orla takes the initiative and explains her next step and responds with ‘you 
cheeky sod’ (line 75) to regain her position, Harry reclaims the floor with ‘you cheeky 
bugger’ in line 76. There are two other instances in the Orla: Harry data set which include 
sexual references, a mild request from Harry to ‘cuddle up’ (#001 / 199) and a stronger form 
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where Harry refers to playing with his ‘dick’ (#011 / 8), to which Orla is momentarily caught 
off-guard and exclaims with, ‘ohhhh Harry [laughs] oh my goodness Harry Harry I’ve gone 
red you’ve made me blush’ (#011 / 09). Harry saves Orla’s loss of status with a swift follow 
up by saying, ‘yes it made me go red’ (#011 / 11), thus releasing the tension that Orla felt 
and framing his sexual reference as a shared joke. Leech (2014:241 citing Culpeper, 
2011a:211) talks of this type of banter being a ‘safety valve’ especially in hospital settings, 
where there is ‘emotional pressure’. I agree that care home settings are equally emotionally 
heavy and the work is demanding, as is well-documented from multiple sources. 
Excerpt 7.23 Harold: Orla / #012 / 72-76 / Familiarity: sexual reference 
72. Harold what’s that for playing with me cock 
73. Orla sshh (.) Harry (..) 
74. Harold [xxx] 
75. Orla I will ignore that comment right dry your hands and your face   
               (.) you cheeky sod 
76. Harold you cheeky bugger 
Orla, as noted above in the sexual references’ examples, calls Harry ‘you cheeky sod’ 
(#012 / 75), in part admonishing Harry for using a sexual term and also to reclaim her status 
in the interaction. In the Tessa dyads there are no examples of sexual references.  
7.1.2 Compliance-gaining  
Compliance-gaining, is just that, gaining cooperation to complete a task, this is not 
necessarily a given. Care workers may experience resistance to compliance and that is 
where ‘gaining’ actions may invite risk. During a getting up episode between Tessa and Nora 
in Excerpt 7.24 the routine has progressed in a smooth manner, and there has been a 
discussion about one of Nora’s daughters and a self-disclosure by Tessa. Several times Nora 
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has expressed that she is in pain. Tessa tried once before to get Nora to put in her false 
teeth and then tries again in line 146. Tessa used this role shift technique that she later 
discusses during her post-recordings interview (Tessa / DBI see Appendix 22). At this 
moment, Tessa is trying to get Nora to put in her false teeth. She is experiencing a little 
resistance and then said ‘open your mouth (.) open aahhh (.) open your mouth Nor mum 
says you’ve got to put your teeth in’ (#007 / 146). Here Tessa chooses to role shift to gain 
compliance, she is no longer presenting herself as ‘the care worker’, but at the resident’s 
‘mum’. Later in line 150 Tessa gives Nora a ‘progress report’ to keep her engaged, a form of 
encouragement, praises Nora in line 154 with ‘well done well done’. Meanwhile Nora feeds 
back with minimal responses, lines 155 and 157 ‘umm’, and line 159 with ‘arrggh’ conveying 
that she is still in some distress, despite Tessa’s encouraging ‘give me a smile’ in line 158. 
Finally, Tessa manages to distract Nora with a typical ‘ending sequence’ (see Section 5.2.2). 
Excerpt 7.24 Tessa: Nora / #007 / 146-166 / Compliance-gaining: Role shift 
146. Tessa open your mouth (.) open aahhh (.) open your mouth Nor mum says 
   you’ve got to put your teeth in  
147. Nora [xxx] 
148. Tessa hmmm  
149. Nora [xxx] 
150. Tessa right it’s only at the top we haven’t got down the bottom so if you 
   open 
151. Nora [xxx] 
152. Tessa that’s it (.) open wide 
153. Nora [xxx] 
154. Tessa well done well done (..) 
155. Nora umm (.) 
156. Tessa let’s see you 
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157. Nora umm  
158. Tessa give me a smile (.) 
159. Nora [xxx] arggh 
160. Tessa all done (.) 
161. Nora [xxx] take it out arrgh arrgh 
162. Tessa there we are there we are he’s in (.) there we are all done come on 
   then nice bit of perfume then we’re all done 
163. Nora [xxx] whoaah 
164. Tessa bit co:ld bit co:ld 
165. Nora [xxx] 
166. Tessa come on then let’s go get a cup of tea 
Clearly, Tessa is not Nora’s mum and it could be argued that this action is a case of 
deception and thus ethically troublesome or risky. However, when discussing this episode, 
Tessa noted that it was a technique she uses to reduce the stress of the task (Tessa / DBI / 
264) and that she learnt from Nora’s daughter (Tessa / DBI / 280). Tessa explained, ‘it’s that 
alien concept of you are putting something in my mouth I [the resident] don’t recognise’ 
(Tessa / DBI / 246) and ‘nine times out of ten it’ll work’ (Tessa / DBI / 250). The role shift can 
be justified, as Tessa notes, that some residents ‘[go] back in their mind[s] to they’re being a 
child and you’re their parent’ (Tessa / DBI / 256). Treating a resident as a child-like person 
could be viewed as risky in that it might be patronising or infantilizing, a form of 
‘overaccommodation’ (Ryan et al, 1986:7; Coupland, Coupland and Giles, 1991) or in 
Kitwood’s terms a form of ‘malignant social psychology’ (1997:45; see Appendix 04). 
Although this one example could be viewed through a face threatening lens and an 
affront to the resident’s agency, independence and right to choose, on the other hand, I 
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argue that the care worker has chosen to apply a technique carefully and wisely, to 
minimise distress and complete the task, without needing to escalate the issue. 
A second example shows the resident, Harry, taking on the role of instructor during a 
bath washing sequence (see Excerpt 7.25), which involves getting Harry into a hoist and into 
the bath, which at times Harry has found difficult in the prior turns and has expressed 
feeling pain a number of times. Nevertheless Harry has complied and there has been a fair 
bit of banter (Leech, 2014) in the preceding turns, setting a cheerful tone. Orla is trying to 
get Harry to take charge of washing himself, by explaining to him that she has some new 
soap and she has put it in an easy to reach spot (line 74). However, Harry has other ideas 
and does not immediately comply (line 75). Orla interprets this as Harry wanting her to do 
the washing in line 76. There may have been some non-verbal gesture at this point which 
hints at Orla taking the soap and not Harry. Harry responds in line 77 with ‘I should think 
so’, as if this is obvious and the correct ordering of things, as she is the care worker and he is 
the resident. Although Harry’s intervention in line 77 appears at first to be a challenge and is 
ostensibly a role shift, the utterance is not received by Orla, the care worker, in this way. 
Rather Orla sees the humour in the situation and responds with an emphatic and mimicking 
‘I should think so’, swiftly followed by a retort to Harry’s role shift attempt, with ‘bloody 
cheek’ (line 78). Then as if nothing had happened, the wash continues. 
Excerpt 7.25 Orla: Harold / #001 / 74-78 / Compliance-gaining: Role shift 
74. Orla [yeah good look at these bubbles I didn’t reach the ceiling I did say I’d 
   try and get to the ceiling right you hold onto that flannel I even  
   opened a new bar of soap for you Harry [sound of water splashing] 
   look ready↑ put that on there ok right you takes the wash  
75. Harold ahhh] 
76. Orla [awhh you mean you want me to do it↑ (.) yes 
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77. Harold I should think so  
78. Orla I should think so awhh the bloody cheek ready close your eyes (.) I 
   know you don’t like water that much do you 
The above example demonstrates the closeness and deep level of understanding, 
and familiarity of the norms the two interlocutors have established. Individuals that know 
each other well and understand the ‘rules of the game’ or have ‘shared expectations’ 
(Locher, 2004:47) can take risks, knowing that the boundaries and level of risk that is 
acceptable. In Goffmanian terms, this is considered as the frame of the interaction.  
Some resident participants’ also demonstrated agency during compliance-gaining 
episodes, which again could be viewed as a face threat to the care worker, challenging the 
care worker’s agency / identity in the task and secondly, challenging the inherent power-
imbalance between care worker and resident. Nevertheless, I argue here that despite the 
overt challenge these two examples, one with Tessa and Nora and the other with Tessa and 
Yvonne, in fact demonstrate agency, joint enterprise and safety in the relationship. I turn 
first to a getting up routine between Tessa and Nora (see Excerpt 7.26). Here Tessa is 
helping Nora get up in the morning and have a wash and choose her clothes for the day 
ahead, whilst chatting about a an upcoming visit from Nora’s daughter. Just prior to the 
excerpt 7.26, there is some light-hearted banter between Tessa and Nora and then in line 94 
Nora unexpectedly resists. 
Excerpt 7.26 Tessa: Nora / #004 / 93-99 / Compliance-gaining: Challenge 
93. Tessa put your bra on 
94. Nora that ain’t mine 
95. Tessa yeah it is 
96. Nora not my size 
97. Tessa not your size your [names daughter] bought it (.) for you 
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98. Nora mine 
99. Tessa it is yours (.) thought it might be 
In line 94, Nora without hesitation refutes ownership of the ‘bra’. Tessa tries once to 
regain control in line 95 with ‘yeah it is’. Nora bounces back in line 96 with ‘not my size’. 
Rather than getting into verbal ‘table-tennis match’, Tessa skilfully applies her detailed 
knowledge of Nora and her situation (or ‘prior experience’ (Locher, 2004:47)), by referring 
to the involvement of Nora’s daughter who purchased the bra. This clearly sparks, a 
memory, a positive association or feeling, and Nora completes with a simple ‘mine’ in line 
98. Tessa knew from the beginning that her assessment was correct, with her final 
intervention of ‘thought it might be’ in line 99. The inference is ‘I knew that all along’, Nora’s 
response is inaudible, so I cannot be sure if she picked up Tessa’s inference or not. 
Thirdly, I include an example (Excerpt 7.27) where Nora makes a challenging task 
assessment during a compliance-gaining episode. During this episode Tessa is giving Nora a 
massage. Straight away in line 82 Nora explains that ‘I don’t think so’, when asked by Tessa 
if she likes the massage. Tessa is surprised and double checks in line 83 with ‘that doesn’t 
feel nice ↑’. Nora’s response in line 84 is unexpected and does not fit with Tessa’s previous 
turn, indicating to Tessa that Nora’s displeasure might be misplaced. Tessa checks again in 
line 85 if the massage is ‘nice’ and she gets a positive response from Nora in line 86 ‘umm’. 
Excerpt 7.27 / #001 Compliance-gaining: Task assessment  
81. Tessa does that feel nice Nora 
82. Nora [xxx] I don’t think so I don’t think so [xxx] 
83. Tessa that doesn’t feel nice ↑ 
84. Nora I’ve always had them on  
85. Tessa me massaging your feet does that feel nice ↑ 
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86. Nora umm 
Despite Nora’s disagreement about the pleasure of the massage, Tessa’s reaction 
demonstrates that she does not receive Nora’s task assessment as impolite. Instead Tessa 
double-checks and is rewarded with ‘umm’ in line 86 from Nora, expressing her agreement. 
Expressing emotions freely and honestly is a marker in some workplace environments of 
good relationships between workers and colleagues (Holmes and Stubbe, 2003; Holmes and 
Marra, 2004). 
7.1.3 Humour 
Next, I turn to humorous exchanges, which can both ‘encourage and discourage 
others’ (Blake, Mills and Coleman, 2006:155) and a ‘valuable resource in workplace 
interaction’ (Holmes and Stubbe, 2003:154). With the possibility of different responses to a 
humorous exchange, this inevitably adds risk to an interaction. In Excerpt 7.28 Orla has been 
trying to secure Harry’s belt without success, she then comments that her difficulty must be 
due to ‘that extra cake’ (line 58) that Harry had eaten. In many circumstances, referring to 
someone’s ‘personal characteristics’ (Holmes and Stubbe, 2003:118), in this case an 
individual’s weight gain can be viewed as face threatening, however, in this specific 
circumstance, both interlocutors know that Harry is already on the tubby-side and a little bit 
of extra cake is neither here nor there. As the comment is swiftly followed by a mitigating 
laugh and kiss, any potential threat is minimised immediately. Orla’s use of a reverse 
compliment or ‘socially acceptable face attack’ (Holmes and Stubbe, 2003:117) is justified as 
it lightens the mood, and reinforces a sense of solidarity rather than power. 
Excerpt 7.28 Orla / #001 / 58 / Humour 
Discourses of care 
250 
 
58. Orla must be that extra cake Harry [laughs] [air kisses Harold] right then all 
   ready to go [noise of machinery] ok Harry I’m going to lift the chair 
   higher now ok↑ 
The following examples from the data are both exchanges between Orla and Harry, 
where Orla invokes a comic image at Harry’s expense. Backhaus refers to this as ‘exclusive 
joking’ that is joking that is ‘not in collaboration with the resident’ (2009:64 and 65). 
However, unlike Backhaus’ analysis, Harry absorbs the joke made at his expense and does 
not respond negatively. In Excerpt 7.29 (during a bathing routine which has been 
progressing smoothly) Orla remarks on how little hair Harry has, especially after his recent 
haircut and refers back to a previous conversation (line 112) where the option of dyeing 
Harry’s hair pink was discussed. Making a comment on someone’s personal appearance can 
be a face threat, yet here again we see that Harry is ‘in’ on the joke and the episode ends 
with Harry chuckling (line 115). 
Excerpt 7.29 Orla: Harold / #001 / 108-115 / Humour 
108. Orla yes ok I’ll use the jug Harry all right right close your eyes ready not 
   that there is much hair left ↑ 
109. Harold [chuckles] 
110. Orla seeing as [names hairdresser] took it all off didn’t she  
111. Harold she cut it all off 
112. Orla yeah [laughing] you changed your mind about pink yes ↑ 
113. Harold yes 
114. Orla yeah not your colour 
115. Harold [chuckles] 
Next in Excerpts 7.30 and 7.31 Orla likens Harry’s appearance to that of ‘father 
Christmas’. Father Christmas can be an image of fun, round, overweight, with a ‘ho-ho-ho’ 
lightweight attitude. As Orla is in the middle of shaving Harry, it is more a comment on her 
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shaving skills as much as a comment on Harry’s appearance. Harry likes to look smart (see 
Orla / DBI / 36), so challenging his looks could be risky. However, Orla takes the risk knowing 
that Harry can ‘give as good as he gets’ and that he enjoys banter. 
Excerpt 7.30 Orla / #002 / 91 / Humour: appearance 
91. Orla [no (.) let’s get it out of your nose you look like father Christmas right 
   all done (.) have a good dry well done (.) happy↑ (.) yeah ok right let’s 
   get your top (..) right I’ll put it on the radiator so it’s nice and warm (..) 
Excerpt 7.31 Orla / #007 / 69 / Humour: appearance 
69. Orla right let’s put a bit of foam on [sound of foam being applied] oh you 
   look like father Christmas [sound of foam being applied] oh you  
   haven’t had a shave for a couple of days have you Harry what’s going 
   on↑ 
Finally, two examples (Excerpts 7.32 and 7.33) which are initiated by Harry, both are 
examples of mild ‘subversive strateg[ies]’ (Holmes and Stubbe, 2003:117), by a 
‘subordinate’. In Excerpt 7.32 Harry challenges Orla’s professional identity sarcastically by 
asking if she wants to ‘volunteer’, clearly as her job is to complete personal care tasks, she 
doesn’t actually have choice, so the offer of ‘volunteering’ is void. Again, in Excerpt 7.33 he 
challenges her professional role by mimicking an instruction required to complete the task. 
We do not hear Orla’s response as the recording ends at line 96. However, as Harry ends his 
mimic with laughter we can assume that this softens the threat and is received positively. 
The examples presented here could also be described as ‘banter’ or ‘teasing’ (Leech, 2014) 
and where the overt impoliteness is ‘taken in jest’ (2014:236) and demonstrates the 
‘camaradic’ (2014:239) nature of the Orla and Harry’s relationship. 
Excerpt 7.32 Orla: Harold / #012 / 65-69 / Humour: sarcasm 
65. Orla hang on I I just got some warm warm flannel (.) do ya face 
66. Harold hum hum umm 
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67. Orla [laughs] you want me to do it 
68. Harold do you want to volunteer 
69. Orla I volunteer haha you cheeky git [sound of washing] 
Excerpt 7.33 Orla: Harold / #011 / 95-96 / Humour: mimicking 
95. Orla yeah ok (.) go on then get those legs in  
96. Harold oh get those legs in [laughs] 
7.1.4 Managing discord: Critical friend  
The final two examples within this relational work with risk category concern 
disagreements unrelated to tasks between the care worker and the resident. They might 
also be described as ‘troubles-telling’ (Coupland et al., 1991; Grainger, 1993). I have chosen 
to code these examples as managing discord as there is an inference that the care worker is 
not just listening to ‘troubles’, but also actively disagreeing with the resident albeit without 
initiating an argument. Orla explained she would not disagree with a resident (Orla / DBI / 
274), ‘you’ve got to go down the middle and just you know (.) yeah be very diplomatic’. 
Tessa (DBI / 371) notes that a disagreement might emerge due to a memory lapse, in which 
case from the care worker’s point of view there is no point trying to win the argument, 
better to just let it go. 
In Excerpt 7.34 Orla is helping Harry get ready for bed (washing, shaving, getting into 
pyjamas), but not going to bed. They have had two exchanges one about Harry’s winnings 
on the racing and one about not being able to ‘pee’. Then suddenly in #002/ line 94, Harry 
announces that ‘I bought the pier’ and later that he ‘beat the e e Egyptians’ (#002/ line 102). 
Meaning he beat them on price. Harry makes an observation that he believes there are too 
many Egyptians in the world (#002 / 110 and 112). He later clarifies this to mean that there 
are just too many people (#002 / 114). It is not entirely clear whether he has a concern for 
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overpopulation in the world, or whether he dislikes Egyptians. Clearly on one level this is a 
confabulation, as the preceding talk Harry explains how he outbid the Egyptians when he 
bought ‘the pier’. However, in line 119 Orla feels obliged to neutralise the interaction 
somewhat by stating ‘they [Egyptians and other migrants] do have to live over here with us’ 
in line 119. Then the incident is forgotten and they both resume the task of getting ready for 
bed. Orla reflected (DBI / 296) that perhaps Harry’s background, growing up in a rural area 
with little exposure to other nationalities, in part explains his remark about Egyptians and 
which she took into consideration in this interaction. 
Excerpt 7.34 Harold: Orla / #002 / 108-119 / Managing discord: critical friend 
108. Harold they I can’t stand ‘em 
109. Orla awhh [background noises] [xxx] 
110. Harold there’s too many (.) on the world 
111. Orla there’s too many↑ 
112. Harold on the world  
113. Orla in the world what Egyptians↑ 
114. Harold  no but everybody  
115. Orla everybody 
116. Harold all the children 
117. Orla  oh 
118. Harold they’re all over here 
119. Orla well they are (.) they do have to live over here with us Harry [sound of 
   putting things away] right have you finished on the toilet young man  
The second example (Excerpt 7.35) in the Orla: Harold dyad concerns Harry’s 
partner’s fidelity. Excerpt 7.35 occurs during a going to bed routine. Earlier in the interaction 
Harry explains that he has had some pain and that the doctors don’t do anything. He 
appears out of sorts and in distress at times. He diverts twice into two confabulations, one 
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about working on the farm and one about getting a lift to go somewhere. Harry’s partner’s 
infidelity is a recurring theme and one that Orla had heard before. Harry is suspicious that 
his partner might be having an affair and that is why she ends her visit to him at ‘ten to 
three’ (line 105). Skilfully, rather than get into a ‘he said – she said’ see-saw, Orla affirms in 
lines 112 and 114, that Harry’s partner is loyal to him only and later in line 116 adds the 
practical explanation of needing to cook the supper and that is why she needs to leave. This 
response doesn’t fully satisfy Harry as he persists with this and other concerns until line 134, 
when Orla asks Harry to ‘right stop worrying right give me a kiss night night muuya see you 
in the morning’. This seems to shift the focus away from the disagreement and worry and 
they move on to talking about horse racing, a favourite topic. 
Excerpt 7.35 Orla: Harold / #003 / 100-116 / Managing discord: critical friend 
100. Orla ok this blanket what what [names partner] knitted for you  
101. Harold what↑ 
102. Orla [names partner] knitted this for you didn’t she 
103. Harold ahh 
104. Orla it’s love:ly 
105. Harold she [xxx] she goes home at to ten to three 
106. Orla yep 
107. Harold or ten past three 
108. Orla ye:ah 
109. Harold and if she hasn’t bloody got another man I 
110. Orla oooooh 
111. Harold I don’t know 
112. Orla she hasn’t she’s only got you Harry 
113. Harold no no no 
114. Orla she’s only got you↑ 
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115. Harold no (..) why is she going at ten to three or ten past 
116. Orla cos she’s got to go home and put the supper on 
At one level, this exchange can be coded as ‘reassurance’, however as the topic of 
the exchange is very sensitive, Harold’s partner’s infidelity, it also carries some risk 
especially for the care worker, who could be described as stepping beyond her role. Orla 
needs to be sensitive, supportive, and firm, to ensure the exchange does not escalate as this 
is a going to bed routine and thus fairly late in the evening and needs to be completed 
without escalating the obvious distress. 
7.2 Summary of Chapter Seven and introduction to Chapter Eight 
In Chapter Seven I have presented findings from data collected in two care homes, 
namely, Autumn Leaves and Summer Roses, drawing on data from audio-recordings 
completed by four care worker/ resident dyads, (1) Tessa: Nora, (2) Tessa: Yvonne, (3) Orla: 
Harold and (4) Orla: Queenie. The findings related to relational language practices with 
some associated risk which in fact appear to support interactional solidarity despite risks to 
face being flouted. The categories identified and examples presented included familiarity 
(dialect and colloquial terms, address terms and endearments, personal comments, 
swearing, invitations and sexual references), compliance-gaining, humour (address terms, 
appearance, sarcasm and mimicking) and managing discord or critical friend.  
In Chapter Eight I discuss the findings presented in Chapters Five, Six and Seven with 
reference to the principles of care, dementia care frameworks, communication theories 
with the elderly and notions of relational work. 








Discussion: Aligning Discourses of Care and Enactments of Care 
8.0 Overview of Chapter Eight 
In Chapter Eight I discuss the findings I presented in Chapters Five, Six and Seven 
with reference to how they align to the discourses of care discussed in Chapter Two.  
I begin with discussing and reflecting on the care home context (Section 8.1), 
interaction mapping (Section 8.2) and Conversation Topics and initiations (Section 8.3) (see 
Chapter Five). Then, I discuss the relational language work practices with little or no risk 
(Section 8.4 see Chapter Six). Thirdly, I discuss the relational language work practices to 
which some risk is attached (Section 8.5 see Chapter Seven). Finally, I discuss in Section 8.6 
how my findings align to the discourses of care presented in Chapter Two, namely the 
principles of care (see Section 2.1.3), dementia care models (see Section 2.3), and 
communication theories with the elderly (see Section 2.4). I then discuss how these findings 
contribute to relational linguistic work practices (see Section 2.2).  
Now, I turn to the context of the care home, where I address factual observations, 
my reflections and comment on how the context shapes linguistic practice. 
8.1 Context 
In Section 3.2.5 I described the data collection sites in detail and noted some of the 
contextual features that I believe influence or ‘shape’ the linguistic practices of care workers 
and residents, with reference to enactments of care. I will briefly revisit some of the notions 
about context and relate these directly to the findings about context in Section 5.4.  
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Context is critical, essential and ubiquitous, so deciphering how to analyse context is 
difficult (Sarangi, 2007:569). Goodwin and Duranti (1992) claim that researchers need to pay 
attention to the background in which interactions takes place (both the physical settings 
and knowledge of each other), behavioural influences, and the policy frameworks. At the 
same time analysis needs to recognise that different contextual levels are ‘intertwined’ 
(Angouri and Piekkari, 2018:20), context is dynamic (Flowerdew, 2014) and that ‘tacit 
knowledge’ (Cicourel, 1992:295; Goffman, 2014) impacts on what and how we say things.  
I can make some claims that my observations and interpretations have been 
confirmed by care workers’ in feedback during the discourse-based interviews e.g. time for 
extended interaction is limited, disjointed conversations are the norm. If, however, context 
is viewed as ‘periphery’ or ‘taken-as given’ (Iedema and Carroll, 2014) for example by 
healthcare professionals, I could claim here that the workplace environment of the care 
home is so familiar it is not even noticed and therefore, the impact it has on interaction is 
debatable. For example, I did not observe care workers making using of the sensory or visual 
contextual resources to aid interaction (Mok and Müller, 2014), during my visits. However, I 
cannot claim that this is always the case. Nevertheless, some contextual features are 
unseen, yet have impact. ‘Tacit knowledge’ (Cicourel, 1992:295) is demonstrated by care 
workers on numerous occasions, especially where they are able to interpret and manage 
confabulations (see Orla: Harold dyad and Tessa: Yvonne dyad). Orla and Tessa are able to 
respond swiftly and carefully, thus avoiding frustration, which may lead to confrontation. 
So, context as ‘background’ (e.g. Goodwin and Duranti, 1992:8 citing Cicourel) in my 
observation and confirmed by care workers that learning as much as possible about each 
resident’s previous life, current situation and daily activities, either from their life story 
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book, directly from family members and from other care workers at the daily handover 
between shifts was actively taking place and informing, at least, and enabled opportunities 
for conversation openings and better understanding of confabulations.  
Context from the point of view of interlocutors’ relationships, Hamilton (2005:237 
citing Ramanathan, 1997) regards ‘the relationship between conversational partners as an 
influential factor on language used by individuals with Alzheimer’s disease’. My data here is 
perhaps skewed as the care worker participants selected resident participants that they felt 
‘comfortable’ to work with, i.e. residents that they liked and had a good relationship with. 
My data shows few disagreements, or difficulties within interactions. In another study by 
Gemma Jones (1992b) she challenged care workers to select a resident who was the ‘least 
favoured resident’ (p.91). In this challenge, the care workers built up their knowledge of the 
resident, both her history of dementia and her life story. A plan was agreed with care 
workers following meetings and awareness raising about the resident, which included taking 
her life-story into account. After 3 months care workers reported improvements in the 
resident’s ‘behaviour’ and also in their attitude towards her. She was no longer the ‘least 
favoured’ resident and care workers found they were ‘spending more time talking to her’ 
(p.94). In short, care workers’ ‘attitudes, behaviours and interactions with residents [can be] 
mediating factors’ (Gage et al., 2009:601 citing Wright, 1988) within the wider context and 
constraints of the care home, be it the physical context or otherwise. Some of the examples, 
such as humour, are particular to the immediate context or relationship, in fact Holmes and 
Stubbe (2003:109) note that humorous exchanges are ‘inextricably context bound’. Thus, 
legitimising its scrutiny here. Likewise, Ryan et al. (1995:104) advocate that from ‘the 
ecological perspective [we need to be] sensitive to the balance between the system of care 
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and provider-elder communication’. Context remains a complex variable and a necessary 
one for better understanding the impact on the social interactions in dementia care 
settings. Next, I discuss Interaction mapping (see Section 5.2). 
8.2 Interaction Mapping 
The interaction sequences outlined in Section 5.2.1 and 5.2.2 mirror what Kitwood 
(1997a:93) calls the ‘ecology of care’ where ‘a variety of types of interaction merge into one 
another, and there is a continuing succession’, or rather the interactions are intertwined, 
with initiations and completions dotted across a longer interaction. Care workers’ described 
the sequences of interactions as ‘typical’ of the residents they chose to work with and so I 
believe I can claim that the examples I discuss are representative within these data sets and 
some conclusions can be made. From this relatively small data set I cannot claim that this 
would be the case with other care worker resident dyads. 
To return to Sarangi’s (2005) encouragement to map interactions, and his application 
of the microscope metaphor, ‘too high power ([removes essential context) [and] too low 
power ([reveals] insufficient detail)’ (2005:385 citing Clarke, 2005). I support this mapping of 
interactions for two reasons, firstly it enables the data to be accessed more easily, by for 
example care staff. And secondly, this approach ‘aligns with Cicourel’s call for ‘ecological 
validity’ (Sarangi, 2005:385 citing Cicourel, 1992),when making claims about data. 
Like Grainger (1993), I have observed the intertwining of relational-oriented talk and 
task-oriented talk within these interaction sequences. I also have examples of care workers 
using phatic statements to open a sequence (e.g. #007 / 1 Tessa   good morning), using 
discourse markers to boundary talk (e.g. #001 / 1 Orla   ok Harold (.) right (.) d’ya want to sit 
down or can I take your cardigan off while you stand), inserting focus moves to ‘get the job 
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done’ (e.g. #003 / 13 Tessa   move forward lovely and help get your pyjamas on eh) and 
ending sequences with completion statements and positive evaluations (e.g. #002 / 189. 
Tessa let’s go and get a cup of tea shall we and #007 / 162. Tessa […] nice bit of perfume 
then we’re all done). However, Grainger claims that although these sequences, in particular 
completing statements may be ‘ostensibly relation-oriented, [they are] ultimately task-
oriented’ (Grainger, 1993:210). I diverge from this and claim these relational-oriented 
exchanges, whether contiguous or disjointed are part of relational interactions built on over 
time and space, between the care worker and the resident, within the confines of the care 
home as a ‘total institution’, and thus can be seen as iterative exchanges which develop and 
deepen the relationship between care worker and resident. At the same time Grainger 
(1993:255) does accept that relationships between nurses and patients are ‘constructed 
through successive interactions’. So, mapping interaction sequences assists in accessing the 
data and identifying sequences for closer scrutiny. 
8.3 Conversation Topics and Topic Initiations 
Early studies in dementia settings addressing topic management and turn-taking 
used ‘experimental’ data sets (Perkins et al., 1998:34) and so the findings are somewhat 
compromised due to the lack of attention to the ‘social context’ and ‘communication 
environment’(p.35). Like Perkins et al. (1998) I situate my findings in data which is naturally 
occurring. Due to space concerns, I limit my analysis to the content of the interaction topics 
and number of topic initiations presented in Chapter Five. 
Interaction topics in dementia care settings have not been a main focus of study in 
the linguistic-based literature before (see Section 2.6 Research Gap). However, the 
interaction topics mentioned in Section 5.3 appear consistent, if ‘narrow and repetitive’ 
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(acknowledged by Coupland and Coupland, 1988:18), with the relational interaction topics 
mentioned in two studies, namely Marsden and Holmes (2014:25-27) and Korolija 
(2000:442). Marsden and Holmes note that ‘limited topic selection’ (2014:19) is a discursive 
feature noted by scholars researching in particular ‘elderspeak’ (e.g. Ryan et al., 1995). 
Marsden and Holmes (2014:25-27) note that topics in eldercare settings include residents’ 
likes and dislikes, family related topics, and activities. They also note the reciprocal nature of 
these ‘small talk’ topics, as I show here the care worker and the resident both initiate topics, 
interest and concern is expressed bi-directionally. Korolija (2000:442) meanwhile identifies 
10 topic types34, with ‘local situational matters’ and ‘family, friends and relatives’ being the 
top two topics, by far. Ryan et al. (1995:103) raise the importance of ‘mutually shared 
topics’ about which to converse with reference to their Communication Enhancement 
model (see Section 2.4.2), based on knowledge of the individual (as is evidenced here). 
Finding mutual interests, however small, ‘what’s your favourite biscuit’ (Orla / DBI/ 70) was 
important and regular activity. What I argue here and concur with Marsden and Holmes 
(2014:25) is that these small talk or conversation topics ‘[indicate] interest in the resident 
beyond purely task-oriented topics’, that they are a person in their own right, not just a 
resident of a care home, to be ‘serviced’ for physical needs solely. 
In other workplaces (Holmes, 2009) interlocutors do engage in non-transactional 
talk; however, Holmes (2009) does not mention the topics that are used in her review of the 
workplace discourse literature. Fletcher (2001:73-84) with particular reference to relational 
practice and her category Creating Team, suggests that relational practice includes 
‘activities [which] foster group life’ (p.77) and ‘collaboration and cooperation’ (p.77) and 
                                                             
34 Korolija (2000:442): 720 episodes recorded with 299 on ‘local situational topics’ and 165 on ‘family, friends 
and relatives. The next biggest topic by number of episodes was 79, ‘life in the past’. 
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‘interdependence’ (p.78). In other words, focusing on individuals’ interests, concerns, 
current context and emotional life. Fletcher (2001:74) mentions the importance of including 
‘non-work-related information’ but does not specify the actual themes or topics this might 
include, unlike my analysis here. 
Coupland et al. (1991:175 citing Dreher, 1987) regarding self-disclosure topics note 
three levels, ‘low-level’ topics such as the weather, greetings, ‘middle-level’ moving onto 
topics about interests, visits, trips, sport and thirdly, ‘high-level’ disclosure where more 
intimate topics, such as personal failings, concerns, and worries. My data sets demonstrate 
all three levels highlighted by Coupland et al. (1991). Self-disclosures are closely linked to 
identity concerns (Coupland, Coupland and Giles, 1991:75). Certainly, the topics that Harry 
and say Yvonne initiated were very individualistic, partner’s infidelity and parents 
respectively. Self-disclosures Coupland and colleagues (1991) maintain are ‘strategic’ (p.75) 
and linked to the sex of the speaker, the loneliness level and length of relationship. 
Alternatively, they may simply be a feature or personality trait (1991:107). 
Three aspects worth noting are that firstly, the topics were mostly localised to the 
setting (daily life in the care home; personal care) and secondly personal (self-disclosures, 
personal preferences, and personal attributes). The ‘nurturing’ nature of the personal topics 
engaged in between care workers and residents could be argued as contributing to 
relational work due to the degree of familiarity needed. Grainger’s (1993:183 -200) 
discussion of Personal Discourse aligns closely with the topics presented here, and which 
seeks to ‘maintain [xxx] social contact and build[xxx] relationships’ (p.184) and is ‘more 
obviously distinct’ (p185). In contrast to Grainger, based on ethnographic observations and 
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the data presented in Chapter Five I would argue that such conversation topics and 
‘personal discourse’ is relational and sincerely engaged in by both interlocutors. 
 Based on my immersion activities, observations and interviews with the care 
workers limited topic selection is be expected. Horizons narrow as dementia proceeds 
(Scoping interviewee # 006) and I saw little evidence of the wider world in the general care 
home discourse during my observation phase. In general topics appeared repetitive 
(Korolija, 2000:441-442). My data is a snap-shot of the potential and numerous interactions 
that take place on a daily basis in care homes, so this can only be an intuitive claim. On the 
other hand, care workers did confirm that the recordings were ‘typical’. Successful topic 
engagement does rely on care workers knowledge of the resident’s life so that ‘mutually 
shared topics’ (Ryan et al., 1995:103) can be developed. Also particular to the Orla: Harold 
dyad was the issue of ‘recurring themes’ (see Section 5.3.1). Guendouzi and Müller, 
2014:171) note that care workers often record ‘repetitiveness, be it of ideas [or] topics’ as a 
feature of those living with dementia. This could potentially present challenges to the 
management of interactions, yet perhaps as the duration of interactions are rarely more 
than a few minutes, any tension can be minimised.  
What was perhaps surprising in the conversation topic data was the sexual 
references during managing discord sequences in the Orla: Harold dyad (see Section 7.1.4 
for more detail). Orla did note that this was not a common topic with other residents, but 
was an intermittent feature with Harold.  
Confabulations, on the other hand, are well documented in the literature (Tallberg, 
1999; Tallberg and Almkvist, 1999; Tallberg, 2001; Örulv and Hydén, 2006; Lindholm, 2015) 
and appear in my data set in particular in the Orla: Harold and Tessa: Yvonne dyads. 
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Confabulations can be analysed in terms of identity (Tallberg, 1999; Örulv and Hydén, 2006), 
context (Tallberg, 1999 and 2001; Örulv and Hydén, 2006) and the discourse setting 
(Tallberg, 1999; Tallberg and Almkvist, 1999; Tallberg, 2001). Features of identity are most 
pertinent to my argument here; maintaining a strong self-image (Tallberg, 1999; Örulv and 
Hydén, 2006) and a personal identity in interactions with others (Örulv and Hydén, 2006) I 
suggest contribute to relational work developed through conversations. Confabulations are 
frequently reported as challenging in the literature, even a ‘major communicative problem 
in dementia care’ (Örulv and Hydén, 2006:648), however here our two care workers, Tessa 
and Orla, appear to manage them seamlessly. 
To place the above findings and discussion within the literature, as already 
mentioned conversation topics are not given much space in the care literature (see Chapter 
Two). However, conversing on topics of mutual interest is implied in Kitwood’s (1997a) 
‘personhood’ approach and relationship-centred care, where with opportunities to offer 
and respond to interests within care interactions could lead to shared topics. Talk that is 
socially located i.e. that is appropriate to the context (see Locher and Watts, 2005) (as noted 
above by the limited range of topics) and that at its core is the ‘reciprocity of interests’ 
(Pettersen and Hem, 2011:218) contributes to the relational nature of care. What is clear 
though is that if care workers and residents express an interest (Orla / DBI / 84) 
conversations can begin, much like Hamilton’s (2005) metaphor of ‘the dance’ (see Section 
2.4.3), passing topics backwards and forwards to enhance the elegance of the other 
interlocutor’s ‘moves’. 
The selection of conversation topics of interaction in dementia care is commented 
on by Hamilton (1994:17) who describes early research into topics and discourse in 
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Alzheimer patients based on experimental studies (e.g. Ripich and Terrell, 1988; Kempler, 
1984; Bayles, 1979 and 1982; Irigaray, 1973). Hamilton notes that the weakness of such 
studies ‘is that [they] seem to be based on limited data in response to limited [researcher 
selected] topics, and may not be completely valid for a great deal of Alzheimer’s discourse’ 
(1994:18). Interaction topics refer to the content or subject of the interactions, or as Perkins 
et al. (1998:43 citing Lesser and Milroy, 1993:204) note ‘what is talked about through some 
series of turns of talk’. Marsden and Holmes (2014:19) note that scholars (Grainger et al., 
1990; Grainger, 1993; Ryan et al., 1995) who have studied ‘elderspeak’ suggest that there is 
‘limited topic selection due to a focus on task-oriented topics’ in care worker / resident 
interactions. There is however, no discussion about which non-task-oriented topics are 
actually used in interactions. The topics identified in my study, could be said to be ‘limited’ 
in that they cover mostly domestic, family and daily activities and incidents within or 
relating to those who live and work in the care home. Garcia and Joanette (1994:167 citing 
Lubinski, 1984) suggest to be aware of the “‘effects of institutionalization on subjects’ 
conversational skills’”, which may of course impact on the range of topics. However, I 
demonstrate that these topics, although limited, do display aspects of reciprocity in these 
relational interludes. 
Taking a closer look at initiations, it might be expected that the stronger interlocutor, 
i.e. the care worker would have more agency and would initiate more topics (Guendouzi 
and Müller, 2014). However, Guendouzi and Müller (2014) also acknowledge as I find here 
in the initiations data set (see Section 5.3.7) this is not always the case. Harold has many 
more initiations than Orla, and in the Orla: Queenie dyad the number of initiations is very 
similar. Generally, in these data sets few of the topic turns last very long, in part due to the 
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context of the situation i.e. a personal task is being completed and in part due to the 
attention of the resident.  
In terms of topic initiations, a study of five women with Alzheimer’s Disease by 
Hutchinson and Jenson (1980 cited by Perkins et al, 1998:43) noted ‘that new topics were 
initiated more frequently than the normal elderly control group and that initiation was done 
in the absence of appropriate closing of the previous topic’. Garcia and Joanette (1995:164 
citing Goldberg, 1983) note that ‘at least initially, the theme or topic of the conversation […] 
constitutes the unifying factor’. Garcia and Joanette’s study of 10 subjects with a dementia 
diagnosis in conversational discourse with a Social Worker, addressed the issue of topic 
shifts and the impact on relevance and coherence, but not the topics of the interactions 
themselves. They had three findings (1994:174-175), namely (1) the Social Worker used 
‘proportionately more topic shadings’ or initiated more transitions from topic to topic; (2) 
where a topic failed to continue ‘there were proportionately more shifts’ in fact the 
‘majority were due to the’ Social worker; and (3) ‘there were proportionately more shifts 
because of a desire to tell an anecdote’ by the Social Worker interlocutor. Perkins et al. 
(1998:34) ‘examine the pragmatic ability with the social context’ and ‘role of the 
conversational partner’. Their focus is on turn taking, repair and topic management and 
they do not mention the theme of the interaction topics.  
Topic management or control35 is noted in a number of studies (Brewer, 2005: Pope 
and Ripich, 2005; Guendouzi and Müller, 201436) and ‘social identity in talk’ and ‘how these 
identities may impact interactions with persons with AD [Alzheimer’s Disease]’ and in 
                                                             
35
 Topic management may include initiation, topic shift, topic bias, and turn-taking, 
36 None of these authors mention the content of the topics of conversation. 
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particular the identities of ‘ethnicity and gender’ is reported by Pope and Ripich (2005:38). 
They also note (2005:47) that ‘with or without AD, institutional agendas produce 
institutional speaking practices that limit the potential for social interaction’. Guendouzi and 
Müller (2014) note that ‘some people with dementia (even in the more advanced stages) do 
initiate new topics’ (2014:103) and the topic shifts can be ‘abrupt’ (2014:118). They 
recognise that ‘the interlocutor without dementia has to do a great deal of interactional 
work when initiating and elaborating on topics of conversations’ (2014:109).  
In summary, conversation topics were not a major focus of study in the literature. 
Yet, in the studies that did discuss topics my findings are consistent, in that topics were 
limited, repetitive and socially situated. Topic initiations did vary depending on the dyad 
being discussed. It would require a larger number of resident participants to confirm or 
refute, whether the two care workers (Orla and Tessa) displayed more or less agency in 
interactions with residents, evidenced by the number and nature of initiations. Finally, as 
the world of the resident living with dementia recedes and narrows, coupled with the 
repetitive nature of care home living, it is not unexpected that conversation topics were 
limited, repetitive and socially situated. I would argue that this attention to conversation 
topics and topic initiations sheds light and contributes to relational work practices, as they 
afford the care worker and resident opportunities to deepen their knowledge of each other, 
which is an indicator of good care or positive person work i.e. recognition (Kitwood, 1997). 
In the following Section 8.4, I return to findings about relational language work 
practices without risk and discuss compliance-gaining, compliments, humour, 
acknowledgements, reflexivity and enquiries about the care workers.  
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8.4 Discussion: Relational Language Work without risk  
In this section, I revisit my first research question, namely ‘how do care workers in 
dementia care settings enact care in their language practices’, referencing my AI lens and 
relational frame and with attention to the linguistic studies in close alignment with my 
thesis (see Section 2.5.1). I draw on selected examples from my data sets. I analyse this 
evidence, with reference to the eight principles of care (see Section 2.1.3) and the three 
dementia care models (see Section 2.3) and the communication theories with the elderly 
(see Section 2.4). I draw on care workers’ reflections shared in the discourse-based 
interviews or DBIs to complement my analysis. Finally, I note any convergences and 
divergences with the relational work frameworks noted in Section 2.2. 
Many previous studies have acknowledged the relational nature of interactions in 
care homes for elderly persons (e.g. Grainger, 1993; Hamilton, 1994; Sachweh, 1998; 
Makoni, 1998; Backhaus, 20009, Jansson and Plejert, 2014; Marsden and Holmes, 2014). 
These relational utterances and interactional sequences often take place within a competing 
discourse of care and control (Grainger, 1993; Makoni, 1998; Makoni and Grainger, 2002; 
Backhaus, 2009). Such studies have also noted the limiting influence of the care home 
setting or context (Grainger, 1993) on such relational language work. For example, time 
pressures (Grainger, 1993; Makoni and Grainger, 2002; Backhaus, 2019) and the dominance 
of compliance with the task or ‘routinization’ (Grainger, 1993:26) of the care home, which 
can lead to coercive behaviour, manifested in care workers’ interactions with residents, for 
example, bribery (Makoni, 1998:19). 
Previous studies have also highlighted that maintenance of the professional identity 
and role of the care worker or nurse (Grainger, 1993; Makoni, 1998; Makoni and Grainger, 
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2002) can detract from positive relational language actions. For example, fake 
representations to residents in order to preserve professional status (Makoni and Grainger, 
2002), in other words using endearments with residents whom they find uncooperative and 
even don’t like so that they are rendered ‘meaningless’ (Makoni and Grainger, 2002:819). 
Grainger (1993:191 citing Coupland et al., 1992:214) notes that ‘there [is] no simple link 
between the phatic function and the existence of contact or rapport’. Rather, just because a 
care worker uses ‘nice’ words it does not make them ‘meaningful’ nor necessarily do they 
help to build and sustain relationships. Care workers have also been shown to hold onto 
their professional identity by prioritising institutional goals over the needs or desires of 
patients or residents. Grainger (1993:213) who identified four discourse modes (routine 
management discourse, nurturing discourse, sick/ dependent discourse and personal 
discourse) assesses that ‘all forms of talk […] (even those that purport to be relational), […] 
contribute ultimately towards instrumental goals’ and consequently preserve the care 
worker’s professional status in the eyes of the institution at least. There remains the 
question of ‘epistemic authority’ (Jansson, 2016:81) during care tasks, whether held by 
residents or care workers, and potentially enhancing or diminishing the ‘institutional 
asymmetry’ of the encounter. Through the use of ‘scaffolding instructions and directives, 
and […] praise’ (p.82) by care workers, they claim the right to manage the task and assess its 
success and reduce the agency of the resident. ‘Being in a hurry’, Backhaus (2019:6-7) claims 
is a feature of care worker’s talk which is a marker of a ‘good care worker’. Retreating into 
the professional identity of the care worker, is also a tactic to retain distance from the 
emotional reality of the care home and the difficult, both physical and social situations, that 
residents experience, such as loneliness, physical infirmity, boredom, lack of autonomy 
(Grainger, 1993:31 drawing on Goffman, 1961). 
Discourses of care 
271 
 
Finally, most previous studies recognise care worker interactions, albeit on the 
surface perhaps trivial (talking about what you did at the weekend, see Section 5.3.1, Self-
disclosure), praising a resident (see Section 6.1.1), as Makoni (1998:18) observes, is 
‘extremely demanding’ work, especially in dementia care settings. Ultimately, I want to 
illustrate how the linguistic resources that care workers and residents use to build 
relationships index the collaborative, interdependent and linguistically complex nature of 
these situated and caring interactions. Many aspects of care workers’ discourse do reflect 
the notions of accommodation (CAT / Coupland, Coupland and Giles, 1991), modification 
(Ryan et al., 1995) and adaption to individual needs (Recognition / Kitwood, 1997). In that 
care workers personalise, rather than routinize their discourse, mirror residents’ discourse 
and respond to individualised cues (CEM / Ryan et al., 1995) e.g. in the case of 
confabulations for example. I now turn to each sub-category of the relational language work 
without risk theme and analyse in more detail, with my AI lens, the excerpts highlighted in 
Chapter Six. 
8.4.1 Compliance-gaining 
The first feature, identified in my data set of relational language work without risk 
was compliance-gaining utterances, including joint enterprise or activities ‘done together’ 
(Hydén, 2014; Jansson and Plejert, 2014:46), praise (Jansson, 2016), mutual praise (Jansson, 
2016), the care worker’s role and apologies. I view these compliance-gaining strategies not 
as threats to get the task done, but as a sign of positive engagement between the 
interlocutors to jointly (Hydén, 2014) complete a task, through conducive rather than 
coercive means. Working jointly has other benefits too as Hydén (2014:117) claims it ‘will 
also help to sustain the personhood of participants’, a contributing factor to relational work. 
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Alignment with the needs of the resident (see shower task example of changing the frame in 
Jansson and Plejert (2014:43) can also minimise potential threats as well as be an 
opportunity to ‘[display] agreement and shared engagement’. 
In Excerpt 6.2 where Orla is working with Harold during a bathing sequence, her use 
of the collaborative ‘we’ (Sachweh, 1998:55) indicates inclusivity in the task, a sort of ‘we’re 
in this together for good or bad’. Orla’s reflection on a previous attempt that worked (‘it did 
didn’t it’ / line 5) combined with her conspiratorial intervention ‘fingers crossed otherwise I 
don’t what we are going to do↑ / line 56). Harold becomes her partner in an exciting 
escapade rather than just someone who needs to get washed, as part of the regular care 
home routines. In this way Harold not only complies, but is also an accomplice.  
In Excerpt 6.3 Orla and Queenie are nearing the end of a washing routine and putting 
cream on Queenie’s back is one of the final steps. Orla checks back and forth with Queenie 
to gain her permission with ‘all right now shall I apply some cream to your back (line 67), 
checks consultatively (Marsden and Holmes, 2014:24) with ‘d’ya need any cream’ (line 71). 
Then Queenie engages in the task by enquiring about the next step with ‘so, what do I do 
stand’ (line 74). Finally, to emphasise the joint-enterprise and shared epistemic authority, 
they both mutually assess the completion with ‘marvellous’ (lines 76 and 77).  
These demonstrations of inclusivity, shared endeavour and mutuality resonate with 
the interdependence principle of care (see Section 2.1.3) and show that compliance-gaining 
can be not only an enjoyable task, but also participatory and non-face threatening. 
Turning to praise which features within and after task-oriented or compliance-
gaining interactions (Jansson, 2016). Praise being ‘an assessment […] that the speaker is 
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positively evaluating a state of affairs: an action, appearance37, ability, or form of behaviour 
of the co-participant’ (Jansson, 2016:68). I note in Excerpts 6.5 and 6.6, both Tessa and Orla 
use multiple praise tokens; this was a common occurrence with both care workers. 
Jansson’s (2016) article highlighting praise in care home interactions also notes ‘repetitious 
use’ (p.74) of praise tokens and suggests that praise is used in general to move a task along 
and ‘construct the resident as a cooperative, capable, and autonomous care recipient’ 
(p.82), which I would argue contributes to the relational dimension of concern here. I would 
also argue that such praise tokens align with the respect principle of care (see Section 2.1.3). 
Where praise moves up a level in the relational stakes, is where mutual praise is enacted 
(see Excerpts 6.7, 6.8, and 6.9). In Jansson’s (2016) data she had only one example of mutual 
praise, here I have identified three. Examples of mutual praise contribute defining care 
within a collaborative frame. Achieving the appropriate frame does impact on the success of 
the tasks being undertaken (Jansson and Plejert, 2014). 
In Excerpt 6.7 Yvonne’s praise token during a getting up routine, ‘that’s lovely’ (#006 
/ 86), is confirmed through repetition by Tessa with ‘that’s lovely innit that eh’ (#006 / 87) 
and rounded off by Yvonne confirming with a simple ‘yeah’ (#006 / 88). The significant point 
here is that the praise is initiated by Yvonne, the resident, demonstrating her epistemic right 
to comment and assess the work, which is the getting up routine, of the care worker. My 
interpretation is that she wants to express her appreciation of the care workers’ care and 
attention. They both benefit from acknowledging they have done a good job together. 
Excerpts 6.8 (Orla: Queenie) and 6.9 (Orla: Queenie) exhibit similar features. In Excerpt 6.9 
Queenie initiates the praise with ‘I’m very lucky to have you check up on me’ (#008 / 20) and 
                                                             
37 Note that I have coded praise on appearance, personal attributes, and the care home as compliments, and 
retain ‘praise’ for actions, task assessment or behaviour. 
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then in Excerpt 6.8 there is confirmatory praise via a thanking token from Queenie, ‘well 
thank you’ (#005 / 52) responding to Orla’s ‘that’s better’ (#005 / 51). Positive feedback 
examples, exist in other studies but perhaps have been afforded less attention. 
In Tessa’s data set there are two other examples of relationally-oriented compliance 
gaining strategies, namely in dialogue with Nora (#007 / 126 and 128) where Tessa explains 
that she is here to help Nora and secondly, in the Tessa: Yvonne dyad (#003 / 32 and #006 / 
122) where Tessa apologises to Yvonne, thereby accepting that Yvonne as the resident has 
agency in the task being completed. It could be argued that these examples are simply 
compliance-gaining strategies; I would argue rather that they recognise the agency of the 
resident and they demonstrate respect (one of the principles of care Section 2.1.3) for the 
resident.  
8.4.2 Compliments 
The second feature of relational language work without risks is compliments, 
including those about appearance, personality, family names and the care home itself. I 
distinguish compliments from praise, in that the compliments I have coded are directed at 
personal or environmental attributes and thus are distinct from praise which I have coded as 
concerned with task-completion. Backhaus (2009) codes compliments as positive politeness 
strategies (citing Brown and Levinson, 1987), he draws our attention to four points 
regarding Politeness Theory, that is context, asymmetry and social distance and the level of 
the face-threatening act in which the politeness token is utilised.  
In terms of context, Backhaus explains the care home is ‘a very special place and 
with a very special kind of atmosphere’ (2009:53), implying that normal conventions 
perhaps do not apply here and suggests that Politeness Theory does not necessarily pay 
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sufficient attention to the importance of context in shaping care home interactions. 
Secondly, social distance and asymmetry; in Brown and Levinson’s terms the amount of 
social distance and level of knowledge or authority between the interlocutors is 
commensurate with the amount of politeness required to respect the norms. In terms of 
social distance and asymmetry, as the compliment tokens here are used by both care 
workers and residents, this appears to demonstrate a levelling of both social distance and 
asymmetry. As shown in Chapter Seven, under humour, compliments can also be ‘reverse 
compliments’ reducing the social distance considerably more. Lastly, Backhaus (2009:58) 
explains that the level of face-threatening acts in a care home are ‘exceptionally severe’, for 
example toileting. I accept this would certainly be the case in non-institutional settings. 
However, I would argue, based on my observations and audio-recordings in my data set, 
that the context is ‘special’ yet familiar to residents and care workers alike, so except for 
newly arrived residents the intimate acts of caring need not necessarily be threatening. Both 
care workers and residents experience these activities daily and routinely, and have built up 
their relationship over time, so I suggest mutual acceptance of these intimate tasks can be 
demonstrated. Compliments to care staff have also been shown to boost their ‘well-being’ 
(Ashton, 2011:15), echoing the collaborative, interdependent nature of relational work. 
The care worker-initiated compliments (Section 6.1.2), mostly represent the care 
workers’ focus on giving positive assessments to the resident, in order I would argue to 
enhance the homeliness of the care home and reduce the institutional nature of the 
context. By drawing attention to individual attributes (clothing, personal attributes, personal 
belongings, family names and personality), the care worker contributes to reducing the 
‘social distance’ and ‘asymmetry’ identified by Backhaus (2009), by demonstrating 
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knowledge of the resident and attention to their concerns / interests. My data sets do 
include some potentially more threatening personal care routines, such as toileting, yet 
there was no evidence of resistance by residents. I do acknowledge that my data sets are 
not a ‘warts and all’ set, care workers had autonomy over which routines they recorded, and 
residents were asked at each potential recording whether they were happy to record a 
session (to comply with ethical guidelines). This means that if there were challenging 
routines, they were unlikely to be recorded. Care workers did confirm that these 
interactions were typical during the post-recording interviews, and that other more 
challenging interactions did occur from time to time. 
Resident-initiated compliments are mostly paid directly to the care worker about 
their character (n=7) or appearance (n=3). I would argue that these resident verbalisations 
convey a sense of closeness rather than distance, and invoke an ease between care workers 
and residents, rather than a need to please or to be validated. The fact that there is only one 
compliment regarding the care home itself (Queenie / #005 / 46 I love the way everything is 
locked up) may indicate that the care home environment has become ‘backstage’ as it is so 
familiar and therefore ‘taken-as-given’ and not necessarily worthy of comment. So perhaps 
in these instances context can be viewed as a neutral participant, that is not having any 
significant impact on the interaction. 
Compliments could be seen as forms of modification (CAT / Coupland, Coupland and 
Giles, 1991; CEM / Ryan et al., 1995), by addressing individual needs, a well-chosen 
compliment, based on knowledge of the individual to ensure its appropriacy (Locher, 2004; 
Locher and Watts, 2005, 2008) and could function as a suitable relational work choice. 




Humorous tokens were the third feature, used by both care workers and residents, 
with examples including laughter, sarcasm, playful singing and role reversal. The use of 
humorous devices to mitigate (Holmes and Stubbe, 2003) potentially face threatening 
healthcare and social care encounters is acknowledged by numerous scholars (e.g. Makoni 
and Grainger, 2002; Blake, 2006; Lindholm, 2008; Backhaus, 2009; Jansson and Plejert, 2014 
citing Heineman, 2009; Marsden and Holmes, 2014). 
Humour has been categorised by Blake et al. (2006:158) as humour with positive 
intentions and consequences respectively, namely ‘positive inclusive’ and ‘intersubjective’, 
and humour with negative consequences ‘exclusive’ and ‘negative inclusive’38. Backhaus’ 
categories of ‘inclusive’ joking (2009:61) interactions to avert and diminish a face 
threatening act; and ‘exclusive’ joking (2009:64) where a joke is ‘at the expense of the 
resident’, broadly aligns with Blake and colleagues. Blake and colleagues note that humour 
‘implies a more equal relationship’ (2006:157) or emphasises the solidarity dimension 
(Holmes and Stubbe, 2003). My study here demonstrates examples of ‘intersubjective’ 
humour, where the interlocutors ‘are equal partners in moments of unique togetherness’ 
(Blake et al., 2006:158), reflecting a respect for ‘personhood’ and a ‘celebration’ of the fact 
that any moment can be ‘intrinsically joyful’ (Kitwood, 1997a:90). Whilst also promoting the 
notion that humour can also at times be ‘therapeutic’ (Blake et al., 2006:169).  Before 
reflecting on the linguistic studies which refer to humour in both dementia and elder care 
                                                             
38 Exclusive Humour: Person with dementia is the object or victim of humour. No therapeutic intent.                  
Negative Inclusive: Attempts to involve the person with dementia, therapeutic intent, but with negative 
outcome. Positive Inclusive: Attempts to involve the person with dementia, therapeutic intent, with neutral or 
positive outcome. Intersubjective: Person with dementia and carer in a mutually positive relationship. The 
humour exists in the interaction. Positive outcome. 
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settings, I draw on Zeigler’s (1998 cited by Blake et al., 2006:159) definition of humour to 
give some boundaries to the following reflections: 
Humour includes ‘teasing, jokes, witticisms, satire, sarcasm, cartoons, puns, clowning 
which induces (or is intended to induce) amusement, with or without laughing or 
smiling’. 
Holmes and Stubbe (2003:110-117) identified three functions of humour in the 
workplace, ‘to amuse colleagues’, ‘maintain good relationships’ and make ‘socially 
acceptable’ challenges. All three functions can be found in my data sets, for example 
laughter, playful singing and sarcasm respectively. Holmes and Stubbe’s findings were based 
on workplaces with varying degrees of power amongst colleagues. Similarly, in a care setting 
Marsden and Holmes (2014:27) note that humour can contribute to ‘solidarity’ between 
care workers and residents and is ‘collaborative’. They found that humour was used 
frequently by both care workers and residents in eldercare settings in New Zealand 
(2014:27-30). It was a collaborative act, sometimes used to mitigate challenging and face-
threatening personal care acts, such as taking a shower, and sometimes recognising the 
solidarity (Grainger, 1993:192) between care workers and residents whilst sharing thoughts 
on daily routines in the care home. ‘Sharing humour in conversation involves bonding and 
emotional closeness’ (Ryan et al., 2005:30), echoing the levelling aspect of humour as noted 
above by Blake and colleagues. Conversely, Grainger (1993:191-192) says that humour may 
not always enhance instances of ‘personal discourse’ and that although humour can 
promote solidarity between interlocutors, Grainger questions the authenticity of the 
relationship underpinning some of these humorous exchanges. It is also important to note 
that humour, in terms of ‘irony’ may not be as accessible to persons with dementia, and 
may simply be ‘accidental breaches’ (Lindholm, 2008:11 citing Shakespeare, 1998:171). 
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Lastly, Lindholm (2008:3) in her study of laughter in dementia care settings found 
that ‘laughter [is used frequently by residents with dementia] as a device to deal with 
problems related to language production and comprehension’ and is used by professional 
caregivers to ‘[make] the shortcomings part of the conversation or to [avoid] referring to the 
lapse explicitly’ (p.3). Lindholm does explore an example of ‘shared laughter’ (p.11) or even 
‘collegiality’ (Holmes and Stubbe, 2003:111) between the person with dementia and the 
professional care worker, which corresponds more closely to my data sets here. The role 
and response of the professional care worker to laughter tokens Lindholm notes may reflect 
their level of training / experience or routinisation (p.12) and / or willingness to take risks 
(more interaction with risks in Chapter Eight), which can create opportunities for residents 
to engage. In summary then, laughter in such settings can be seen as a ‘compensatory 
behaviour utilized to overcome communication barriers’ (2008:3) and a means to ‘maintain 
the conversational flow and preserve [the] identity’ of the person with dementia as 
legitimate ‘conversational participant’ (2008:9). Laughter may also more simply be evidence 
of a close and safe relationship, fun is allowed and encouraged as in Kitwood’s ‘positive 
person work’ (1997:90-92, see Appendix 05). 
Following these reflections from the literature, I now turn to reflect on selected 
excerpts of care worker initiated humorous tokens (n=17) (see Excerpts 6.16, 6.17, 6.18, and 
6.19 for Tessa; 6.15, 6.20 Orla), which demonstrate ‘intersubjective’ humour and in turn 
contribute to ‘good relations’, the well-being and personhood of both care worker and 
resident. In Excerpt 6.15 Orla uses laughter to deflect from the trouble with the ‘little figgie 
buttons’ by laughing and using a sarcastic intervention by reflecting how much more 
difficult the task would be if Harold had gloves on, perhaps reflecting on care workers’ 
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additional difficulties in that gloves are frequently used by care workers during personal 
care routines. This ends the sequence with a feeling of Orla requesting some compassion 
from Harold, to recognise that he is not the only one experiencing difficulty. Thus, aligning 
her needs with Harold’s early expression of frustration in line 54 and 56. Orla skilfully turns a 
concern into a joke not at the resident’s expense (‘exclusive joking’) but at her own expense. 
Both Tessa and Orla utilise sarcasm in their interactions with residents (Tessa n = 3 
and Orla n=6). In Excerpts 6.16 Tessa demonstrates her understanding of Yvonne’s poor 
night’s sleep, but her tone is soft, non-threatening, yet implies there might be trouble with 
‘o:h my word you’re going to be tired today’. There is a hint here of Holmes and Stubbe’s 
‘professional challenge’ (2003:117). In that Tessa, is passing judgement on Yvonne, 
extending her role, beyond strict care. The observation of Yvonne being tired after a poor 
night’s sleep is not inherently humorous, however combined with Tessa’s tone, stress on 
‘word’ and her elongated ‘o:h’ contribute to the slight foreboding of fun and games to 
come. It is possible that they have been in a similar situation before and Tessa is reflecting 
on past experiences. In Excerpt 6.17, Tessa again uses sarcasm this time to create a fantasy 
effect with ‘I’ll be your chauffeur’ (line 51) during a discussion about a forthcoming external 
appointment. Again, the laugh is at the expense of the care worker not the resident, Yvonne 
responds with compliment and thanking tokens to Tessa ‘all right my love thanks very much’ 
(line 52). Although Yvonne does not pick up the allusion to a ‘chauffeur’ driven ride, she 
does not react negatively, in line with an ‘intersubjective’ humorous exchange.  
Examples of resident-initiated humour (these could be seen as subordinate 
interventions, Holmes and Stubbe, 2003:119) and thus could be seen as ‘slightly risky’ (p. 
119) were also prevalent in the data sets, a total of 13 utterances were coded as humorous, 
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with laughter an obvious marker of humorous exchanges.  However, in the examples (see 
6.1.3) the humour is shared and collaborative, there is no hidden agenda, or challenge 
implied as in Holmes and Stubbe’s (2003) examples. Next I look more closely at the sarcastic 
utterances as these are subtler and perhaps of more significance in demonstrating, firstly, 
the complexity of the caring relationship and also the equality that Blake et.al (2006:158) 
claims is inherent in ‘intersubjective’ humorous exchanges. In Excerpt 6.21 Yvonne replies to 
Tessa’s comment about her feet being icy (as socks are being fitted) with ‘I oughts to know’, 
in other words that was a dumb thing to say, it is obvious to me. This remark is made at the 
care worker’s expense, as Tessa is institutionally at least in a more powerful position, this 
remark could potentially threaten her professional status. However, Yvonne’s challenge is in 
a ‘socially acceptable’ (Holmes and Stubbe, 2003:117) form which may be a ‘cover for […] [a 
small] protest’ (Holmes and Stubbe, 2003:119) and not directly threatening. Nevertheless, 
as such, back and forth exchanges or tit for tat remarks are regular features of the Tessa: 
Yvonne dyad, the impact of Yvonne’s remark is absorbed.  
Next, I take a closer look at expressions where both care workers and residents 
convey acknowledgement of each other’s needs. 
8.4.4 Acknowledgement 
The acknowledgement feature, aligns with Kitwood’s (1997a:90 and 92) ‘recognition’ 
and ‘giving’ where he refers to paying attention to the ‘needs of others’ (1997a:95). Both 
Tessa and Orla demonstrate ‘recognition’ by acknowledging both physical and mental 
concerns and worries (see Excerpts 6.22-6.26). Orla expresses acknowledgement mostly 
though thanking tokens (n=14). What is interesting about the thanking tokens is that they 
are evenly spread across the two data sets (care workers and residents). Resident 
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participants also expressed acknowledgement through reflections or assessments of the 
care worker-resident relationship (Harold / #011 / 48 I have known you for a long time), 
care home activities (Harold / #007 / 73 they were smashing and 83 they were outstanding 
– referring to a visit by a children’s choir) and showed appreciation of the care worker 
herself, mostly via thanking tokens. 
Acknowledgement tokens are a manifestation of alignment by the care worker to 
the needs and sometimes ‘discomfort’ (Jansson and Plejert, 2014:54) of the resident and 
they note can assist in minimising conflict situations. This alignment work is the opposite to 
Grainger’s observation of the strategy of ‘deflection’ (1993:267) used by care workers to 
avoid the discomforts of residents. Acknowledgements also resonate with the ‘solidarity’ 
dimension raised by Marsden and Holmes (2014:21) between care workers and residents, in 
that relational expressions of concern, reassurance and encouragement are of benefit not 
only to residents but are ‘valuable and rewarding’ (p.31) to care workers too. Importantly 
acknowledgement involves the ‘affirmation of feelings and emotions’ (Ryan et al., 2005:28), 
for example as evidenced by Tessa in Excerpt 6.24 and 6.25. Acknowledgement can also 
mirror what Coupland, Coupland and Giles (1991:28) call the ‘tenor’ of discourse 
management, or management of ‘interpersonal positions, roles and faces’. I suggest that 
through linguistic acts of acknowledgement roles are respected and faces ‘maintained’ 
(Locher, 2013:148). 
8.4.5 Reflexivity 
Briefly I discuss two examples (see Excerpt 6.30 and 6.31) where a care worker 
indexes her satisfaction with the care work; she is doing and shares this fact with the 
resident, Nora. In Excerpt 6.31 Tessa reflects on both the time she and Nora are spending 
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together but also, she positively assesses their on-going relationship, which Nora seems to 
accept with a laughter token. In Excerpt 6.30 Tessa share her enjoyment with Nora in doing 
a task (a foot massage). Sharing what is enjoyable, easy, and / or difficult with residents is a 
means to reduce social distance and involve the resident in their care. Care workers would 
benefit from developing reflexive skills to enhance and develop their skills. 
8.4.6 Enquiries about the care worker 
Finally, resident participants expressed interest in the care workers work schedule, 
their life outside the care home and their work load (see Excerpts 6.32 and 6.33). These 
expressions of interest in the care workers’ lives beyond the care home or workplace, is the 
kind of enquiry common amongst colleagues in a workplace (Fletcher, 2001). Although, not 
necessarily a feature of all forms of service-encounters. I suggest that these types of 
enquiries align with Kitwood’s ‘giving’ (1997a:92) notion, in which residents ‘express 
concern, affection or gratitude’. 
8.5 Discussion: Relational Work with risks 
Here I reflect on and discuss the findings of the relational language work with risk 
category. I begin with familiarity, and then turn to compliance-gaining, humour and 
managing discord. 
8.5.1 Familiarity 
Expressions of familiarity or intimacy were used by all research participants, and 
these included non-threatening swear words, endearments as address terms (Grainger, 
1993; Sachweh, 1998; Marsden and Holmes, 2014), offers and invitations by residents (Ryan 
et al., 2005; Jansson and Plejert, 2014). Care workers also indexed familiarity with the 
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residents through their use of dialect terms, colloquial forms or euphemisms (Grainger, 
1993:242; Sachweh, 1998), diminutives (Grainger, 1993; Williams et al., 2017) and 
commenting on residents’ personal habits. Care workers alone indexed familiarity with 
residents by using reflexive tokens. 
With respect to space concerns, I will focus on just two sub-categories, non-
threatening use of swear words and endearments as address terms. The latter because 
there is a preponderance of these utterance types in the data sets (n=25) and there is 
controversy in the literature with regard to their function (Sachweh, 1998; Williams et al., 
2017) and therefore there is some risk attached. And the former, because there is both a 
preponderance of these utterance types (n=71) and a lack of discussion in the literature 
about the non-threatening use of swear words, which taken literally can be risky. 
Endearments as address terms are used more by Tessa than Orla, and Tessa uses 
them almost exclusively with Yvonne. Orla likewise, uses most of her endearment address 
tokens with Queenie, rather than Harold. Both care workers noted that this was in order to 
mirror residents’ language choices, see the following extracts from the care workers’ DBI 
data set (see Appendices 22 and 23). 
Care workers’ reflections on using endearments as address terms:  
Tessa / DBI / 121 [xxx] I think you can sort of tell who sort of quite likes being 
    sort of 
Tessa / DBI / 123 sort of it might be comfort to some people some people they 
    quite like it  
Orla / DBI / 124 I think it helps because you would talk to your loved ones in 
    those terms and this is their home you want them to feel as 
    safe as possible and loved really so you know […] I would feel 
    very awkward if I was told you have to call them by Mrs so and 
    so […] I think they need that endearment that love and you 
    know once you get that relationship you then know who you 
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    can say that to there are residents who you know you don’t 
    feel that connection 
Tessa did hesitate earlier in the interview over the inclusion of endearments in her 
interactions, I believe because she may have been aware of the ‘endearment’ controversy39, 
yet as she shows in line 121 and 123, her view softened. Orla however, was quite clear of 
the purpose and importance of endearments assisting in relationship building and in 
contributing to what Kitwood (1997a:94) would call ‘positive person work’. Kitwood 
acknowledges the right of residents in dementia care settings for ‘love’ (p.82) and its 
centrality as a psychological need. 
In the literature endearments used as address terms have a turbulent time, with 
those advocating their use as benign even helpful (Sachweh, 1998) and those advising 
against their use (Williams et al., 2017). This ambiguity of being both nurturing and 
dependency-inducing linguistic resources is at the heart of this turbulence (Coupland et al., 
1991:176 citing Gravell 1988). The case for endearments explores the fact that they are 
used as mitigating devices during task completion (Makoni, 1998:19; Marsden and Holmes, 
2014:24), can indicate affection, love and solidarity (Marsden and Holmes, 2014:24), at 
times and at best are reciprocal (Marsden and Holmes, 2014:25), are appropriate when they 
reflect a regional variety (Elaswarapu, 2016:29), and sometimes occur as independent of 
any functional force (Marsden and Holmes, 2014:25). Lastly, that there is quite strong 
evidence that residents with dementia like them (Sachweh, 1998:62). 
Nevertheless, the arguments against the use of endearments as address terms 
explain that they are patronising (Mangan, 2002; Elaswarapu, 2016:28), if used too 
                                                             
39
 Endearments such as, address terms like ‘sweetie’, ‘darling’ and diminutives such as, ‘little’ (Sachweh, 
1998:56) are commonly found in studies in eldercare settings. However, scholars do not agree whether these 
terms support positive interactions or are patronising and demeaning. 
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frequently and indiscriminately nurturing endearments may foster depersonalisation 
(Grainger, 1993:179; Mangan, 2002). Such terms are ageist (Elaswarapu, 2016:27; Williams 
et al., 2017:1) and result in infantilizing the elderly person (Makoni and Grainger, 2002:817). 
Williams et al. (2017:2) claim that the use of endearments actually ‘increases challenging 
behaviours’ of people living with dementia. 
What is clear from the literature is that for endearments as address terms to have 
meaning, they need to take in to account the local and personal situation of each resident, 
so although ‘verbal markers of solidarity […] [are] not necessarily [a reflection] of personal 
familiarity’ (Makoni and Grainger, 2002:822), with agreement from the resident (Mangan, 
2002; Elaswarapu, 2016:29) and with respect for dignity (Mangan, 2002), then their use can 
be beneficial. As I show in the Tessa and Orla data sets, care workers do not use 
endearments in a blanket-fashion, Tessa uses more endearments with Yvonne than Nora, 
and Orla uses more endearments with Queenie than with Harold. In other words, care 
workers ‘fine tune to each and every’ resident (Sachweh, 1998:63), taking context, 
personalities, and relationships (Marsden and Holmes, 2014) into account so that care and 
caring language is appropriate and thus avoids the negative impacts noted above. Orla 
noted (DBI / 136), she gets more ‘connection’ and the interaction is more sustainable, if she 
uses endearments. 
Turning now to the use of non-threatening swear words, for example, ‘bugger’, ‘oh 
god’, ‘oh christ’, and ‘oh gawd’. I note that the principle user of these terms is Harold 
(n=68), the other research participants’ use of swear words is negligible. Swear words in 
‘normal’ speech are often markers of impoliteness yet in certain contexts may be ‘perfectly 
appropriate’ (Schnurr, Marra and Holmes, 2008:213; see also Holmes and Stubbe, 2003; 
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Leech, 2014). It is this line of argument that I pursue here. The swear words used in a non-
threatening manner are an inherent feature of Harold’s speech patterns. Interestingly, I 
have found surprisingly little in the linguistic literature on swearing and dementia care 
settings. Although, Makoni and Grainger (2002:817) do acknowledge examples of rudeness 
between residents and care workers. 
Orla remarks (DBI / line 300) that Harold also swears unpredictably in the public 
spaces of the care home just to get attention. Orla notes that depending on the tone, she 
might either tell him off as it’s a public place and is not acceptable, or if she senses a ‘joking’ 
tone then she might respond with ‘oh bloody shut up […] you cheeky bugger’. In the latter 
scenario, the context and prosody of the voice is crucial to the full meaning and intention of 
the utterance. Leech (2014:238) would describe this example as ‘mock politeness’. I argue 
this example above represents solidarity between the participants, despite this utterance 
being a first order principle insult. 
I conclude then that the use of endearments and non-threatening swear words as 
presented here are justified as being categorised as relational language work (Locher and 
Watts, 2005) as being negatively marked, politic and appropriate. This contributes a fifth 
dimension to the Locher and Watts model (see Section 2.4). I continue explanation of this 
contribution in Section 9.7. 
8.5.2. Compliance-gaining 
Next, I discuss the compliance-gaining sub-category within the relational work with 
risks theme. I noted examples of role shift, challenges by the resident to the care worker, 
and negative task assessments by the resident towards the care worker. These three 
examples could all be described I terms of Communication Accommodation Theory 
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(Coupland, Coupland and Giles, 1991); in that care workers have either adapted their 
language to accommodate the needs of the situation (e.g. in role shift) and secondly, care 
workers have adapted their responses to residents’ verbal challenges and negative 
assessment to enable a positive interpretation.  
In terms of role shift, the care worker Tessa, assumed the role of ‘mum’ (see Excerpt 
7.24), which could align with the principle of ‘attentiveness’ (Tronto, 1993; Engster, 2005) in 
that Tessa anticipated a need. Tessa recognised that Nora was nervous, resisting the 
insertion of her false teeth, and at the same time knew this needed to be done. Tessa had 
the resource of ‘role shift’, which she knew worked most of the time (Tessa / DBI / 250) due 
to her in-depth knowledge of Nora. The risk for Tessa is that she has transgressed her 
professional identity and colluded in a deception, both could be viewed as examples of 
‘malignant social psychology’ (Kitwood, 1997a:45) and thus unacceptable nowadays. 
However, at the same time Tessa manages to complete the task, Nora is accepting of the 
role shift and perhaps is more comforted and supported than if Tessa retained her care 
worker stance. Role shift could be viewed as an FTA (Goffman, 1967, 2006, 2011), yet the 
intention of this shift in register and position, is not threatening, the intention and tone are 
caring, thoughtful and the best interests of the resident, Nora, are prioritised.  There are no 
mitigating strategies deployed by the care worker (see Excerpt 7.24), Tessa. Further 
evidence that no threat has occurred. 
Tessa was challenged by both Nora and Yvonne (see Excerpts 7.26) during 
compliance-gaining actions, in neither case did Tessa escalate the challenge, rather she 
sought to understand ‘the other’s position as that other expresses it’ (Tronto, 1993:136). 
The challenge may have been due to some unwitting action on the care worker’s part, or 
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something hidden beneath the behaviour on the resident’s part. Tessa noted (DBI / 57, 59, 
and 61) that you need to get into their [the resident’s] world. Tessa could view the 
challenges as an affront to her professional identity, yet she chooses to overlook the 
disagreements and look beyond the difficult behaviour manifested linguistically. 
Tessa received a negative task assessment from Nora (see Excerpt 7.27) when she 
was giving Nora a massage. Here Nora is expressing her own needs, and it is the care 
worker’s role to respect, a principle of care espoused by Engster (2007) that the resident is 
capable of having a valid and reliable opinion. It is worth noting that compliance-gaining is a 
reciprocal activity, it is not just the part of the care worker to complete the task, but also the 
need of the resident that the task is completed, but may be for different reasons. Harold, for 
example, would likely to be concerned if the washing task in Excerpt 7.25 remained half-
done and he was left to finish off himself.  
8.5.3 Humour 
I have presented several examples of humorous exchanges (see Chapter Seven 
Section 7.1.3), in particular in the Orla: Harold dyad. Each exchange is accompanied by some 
risk or ‘challenge’ (Holmes and Stubbe, 2003:117) to face-needs, identity or professional 
status. However, the care principle of ‘acceptance’ (O’Brien Hallstein, 1999:39 citing Wood, 
1994 and Gilligan, 1982) explains that interactions need to be free and open and residents 
need to feel safe. The interactional risks taken in these examples are relatively small, yet I 
suggest being able to take these risks, is more evidence of a caring approach. Humorous 
exchanges inject fun and laughter to ‘amuse’ (Holmes and Stubbe, 2003:110) into the 
interaction which encourages a positive atmosphere and ‘maintains good relations’ (Holmes 
and Stubbe, 2003:114) between the two parties. Interestingly, in the literature I have found 
Discourses of care 
290 
 
less inclusion of care being described in this way with some exceptions (e.g. Blake et al., 
2006; Lindholm, 2008). In the wider literature (beyond dementia settings) humour is the 
subject of extensive study, for example Leech (2014) considers ‘banter’ or ‘mock politeness’ 
to be part of the politeness continuum and is usually he suggests a feature of equal 
relationships. The inclusion of humorous exchanges as part of relational language work 
aligns with this view of humour being a solidarity marker and indicator of a close 
relationships. In my data sets here, humour regularly contributes (see Section 6.1.3 and 
7.1.3) to the dialogues between care workers and residents and was also evident in the 
early ethnographic observations in both settings. Humour is acknowledged by Lindholm 
(2008) as a means to compensate for the deficits in communication associated with 
dementia and to cover up issues of ‘trouble and delicacy’ (p.3). Humour can also be a 
mitigating strategy (Makoni and Grainger, 2002; Backhaus, 2009; Jansson and Plejert, 2014) 
to ease unpleasant or intrusive task completion, or release tension (Leech, 2014). In my 
context here though, the humorous tokens also induce a feelings of happiness and love, and 
solidarity between care workers and residents.  
8.5.4 Managing Discord 
Finally, managing discord where I have presented two examples (see Excerpts 7.34 
and 7.35) in which Harold makes a potentially racist remark and suggests that his partner 
has been unfaithful, both assertions Orla disputes. Both examples being more traditionally 
risky or face-threatening expressions. Both examples are confabulation-like utterances (see 
Tallberg, 1999; Tallberg, 2001; Tallberg and Almkvist, 2001; Lindholm, 2015), the first relates 
to the purchase of a local pier by Egyptians and the latter, the infidelity of Harold’s partner 
of many years and who visits him regularly at the care home. In the first example, prior to 
Discourses of care 
291 
 
the excerpt Harold revels in buying ‘the pier’ and that he beat the Egyptians with a better 
price. Later he bemoans the fact that there are ‘too many on the world’ (line 110), Orla 
responds by playing the ‘critical friend’ role. Without directly correcting or confronting 
Harold with this slight ‘untruth’, Orla carefully explains that we need to share our living 
space, it is not an option. Secondly, Orla gives an explanation about Harry’s partner early 
leaving time that she needs to make the supper. Harry appears to accept this and moves on. 
Orla (DBI / 46, 52 and 54) noted that often such worries or anxieties had a short-time span 
and often an action or simple explanation could be offered swiftly, the resident and in this 
case, Harry would soon move onto another, less-worrisome topic. Orla has the option of 
confronting Harold, yet she chooses to reassure, reduce his fears and move on. She 
confirmed that confrontation and arguments were normally avoided (Orla / DBI / 284). 
Orla’s explanations appear to reassure Harold without contradicting him out right, she has 
managed to navigate two potential FTAs and by maintaining (Locher, 2013:148) her 
professional face, by not colluding, yet not ‘aggravating’ (Locher, 2013:148) Harold’s face by 
arguing or flatly disagreeing with him. 
8.6 Alignment: Principles of Care, Dementia Care Models, Communication 
Theories and the Elderly and Relational Work 
I will now reflect on and discuss the categories and examples highlighted in the 
findings chapters (Five, Six and Seven) with reference to the eight principles of care (see 
Section 2.1.3), the three dementia care models (see Section 2.3), communication theories 
and the elderly (see Section 2.4) and relational work practice (see Section 2.2) drawing also 
on care workers’ reflections shared in the discourse-based interviews (see Appendices 22 
and 23 for Discourse Based Interview transcripts) or DBIs to complement my analysis.  
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8.6.1 Alignment with the Principles of Care 
The eight Principles of Care (see Section 2.1.3) I suggest align with one or more of 
the Relational Language Categories presented in Chapters Six and Seven. I present and 
discuss examples of this alignment in Tables 8.1 to 8.8. In this study I focus primarily on the 
principle of interdependence, as this principle aligns with all the categories of relational 
language work identified in the care worker and resident data sets and thus most closely 
aligns to my thesis here, of care being relational, reciprocal, and collaborative and a complex 
endeavour. I will address each of the eight principles in turn starting with attentiveness and 
ending with interdependence. Each table referred to lists the principle, the relational work 
practice it is aligned to and then gives a linguistic example from the data set, referencing the 
section and sub-sections where more examples and further interpretations can be found. 
I align attentiveness (see Table 8.1) with acknowledgement (reassurance, concern 
for well-being, appreciation and thanking, encouragement, care worker-resident 
relationship, and care home activities). Attentiveness (Tronto’s ‘ethic of care’, 1993) is 
demonstrated in Chapter Five Excerpt 5.2 #005 where Queenie expresses concern about 
Orla’s workload. It also correlates with attention to small details (Flowerdew, 2014:4) in the 
personal care and personal attributes topics. Background knowledge (Kitwood, 1997a) 
about the person / resident is evident in Excerpts 5.5 #002 (Tessa and Nora discuss Nora’s 
granddaughter), Excerpt 5.6 #003 (Orla and Harold discuss a blanket knitted by Harold’s 
partner), and Excerpt 5.9 #005 (Orla and Queenie discuss Queenie’s love of scarves and an 
invitation to the Royal Wedding).  
Table 8.1 Principles of Care and Relational Language Work: Attentiveness 
Principle RW Category Example 




Attentiveness Acknowledgement Section 6.1.4 Excerpt 6.27 Queenie / #010 / 10  
do you think you’re getting to know me 
Sub-categories: reassurance, concern for well-being, appreciation and thanking, 
encouragement, carer-resident relationship, and care home activities 
Attentiveness is a form of empathy, where appreciation of how the other is feeling 
and identification of their needs, is important. Both care workers and residents have 
demonstrated attentiveness to each other, for example by reassuring residents about 
worries (Orla reassures Harold about whether his partner will visit on New Year’s Eve, #007 
/ 16-40). Another example, is where Tessa senses a drop in Nora’s spirits and says ‘give me a 
smile’ (#007 / 158), on the one hand encouraging Nora and at the same time acknowledging 
that she did not seem too happy. Attentiveness considers residents ‘social and cultural 
circumstances’ (Barnes, 2012:20), so for example Tessa’s noticing and commenting on 
Nora’s personal habits is normalised and not a threat. They are perhaps regular habits of 
Nora, nothing remarkable and therefore drawing attention to them is not something 
uncomfortable. ‘Picking your legs missus’ (#004 / 115) is just a routine observation. In 
another context, where the interlocutors had a more asymmetrical relationship this type of 
observation could be perceived very differently. 
With responsiveness (see Table 8.2) the appropriateness of the response is central, 
that is the ‘responsiveness of the care receiver to the care’ (Tronto, 1993:134) and requires 
dialogue. This aligns well with the compliance-gaining category (joint enterprise, praise, care 
worker’s role, apologies, mutual praise), especially the joint enterprise, sub-category. 
Responsiveness and compliance-gaining align within an AI lens as from both perspectives’ 
interactions need to address the precise nature of the resident’s needs within a task, and 
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also accommodate the needs of the care worker to complete the task. In the following 
example in Table 8.2, Orla skilfully conveys joint enterprise whilst moving the task along 
without unduly seeming to rush or demand compliance, using the collaborative ‘we’ and 
referencing a past success. 
Table 8.2 Principles of Care and Relational Language Work: Responsiveness 
Principle RW Category 
Equivalent 
Example 
Responsiveness Compliance-gaining Section 6.1.1 Excerpt 6.2 Orla / #001 / 48 
otherwise I don’t know what we’re going to 
do it worked last time 
Sub-categories: joint enterprise, praise, care worker’s role, apologies, mutual praise 
Table 8.3 Principles of Care and Relational Language Work: Respect 
Principle RW Category 
Equivalent 
Example 
Respect Compliance-gaining Section 7.1.1 Tessa / #006 / 122 
oh there we are sorry darlin’ 
Sub-categories: joint enterprise, praise, carer’s role, apologies, and mutual praise 
The principle of respect (see Table 8.3) involves an adjustment for and recognition of 
the uniqueness (Ryan et al., 2005:25) and individuality of both resident and care worker, 
avoiding the negative impact of overaccommodating and underaccommodating language 
(Coupland, Coupland and Giles, 1991). Respect aligns well with compliance-gaining 
categories (joint enterprise, praise, care worker’s role, apologies, and mutual praise), where 
the resident is seen as an equal and individual partner in a task, and where ‘routinisation’ is 
resisted, thus avoiding the ‘depersonalisation’ of interaction as has been highlighted by 
Grainger (1993:26). In this example (see Table 8.3) Tessa’s apology to Yvonne, recognises 
her right as an individual not to be dehumanised, or infantilised. 
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Fourthly, acceptance (see Table 8.4) enabling a sense freedom, openness and safety I 
closely associate to familiarity (dialect, colloquial terms, use of expletives, endearments as 
address terms, diminutives, comments on personal habits and offers / invitations). The use 
of the dialect term ‘luvver’, creates as sense of familiarity as both Tessa and Yvonne share 
this dialect, and conveys a shared space and identity, leading to a feeling of safety. 
Table 8.4 Principles of Care and Relational Language Work: Acceptance 
Principle RW Category 
Equivalent 
Example 
Acceptance Familiarity Section 7.1.1 Tessa / #008 / 150 
right come on luvver 
Sub-categories: dialect, colloquial terms, use of expletives, endearments as address 
terms, diminutives, comments on personal habits and offers / invitations 
A feeling of freedom, openness and safety is practised by Orla when she is in receipt 
of Harry’s sexual references (see Excerpt 7.23). Further examples include the frequent use 
of expletives by Harold without censure (at least in the audio-recorded data set). Orla’s 
responses, and at times mirroring of Harold’s use of expletives, give him permission to speak 
in his own style. Orla ‘customised’ her interactions with Harold, as she did not use expletives 
with Queenie and notes this differentiation in her feedback interview (see below). 
Orla / DBI / 108  yeah if you’ve got that close bond that connection then you 
    can say whatever I think yeah you know how far you can go 
    and if he’s going to call you something then yeah give it back 
    and  
Orla / DBI / 114  I would know who I could say you cheeky bugger to or you    
    know 
Responsibility (see Table 8.5), the fifth principle of care, aligns with the compliance-
gaining category in that despite my argument here that the relational dimension is central 
to care, physical care tasks are necessary and required to be carried out effectively, in a 
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timely and competent manner. Paying attention to the care worker’s change of role (Table 
8.5) is one example of this in practice, where the task took precedence.  
Table 8.5 Principles of Care and Relational Language Work: Responsibility 
Principle RW Category 
Equivalent 
Example 
Responsibility Compliance-gaining Section 7.1.2 Excerpt 7.25 Tessa / #007 / 136 
no you can’t go out without your teeth in 
Sub-categories: role shift 
Table 8.6 refers to competence the sixth principle of care and which refers mostly to 
transactional rather than relational aspects, so I do not dwell on it here. It refers to the 
technical aspects of care, using a hoist correctly for example. Where competence may 
connect to the relational dimension might be if a task is incompetently performed and there 
is negative feedback from the resident. 
Table 8.6 Principles of Care and Relational Language Work: Competence 
Principle RW Category 
Equivalent 
Example 
Competence N/A N/A 
Next, trust (see Table 8.7), the seventh principle, acknowledges the vulnerability of 
the care-receiver or resident in particular. The resident’s best interests are in the gift of the 
care worker. I suggest then that trust in my data set is reflected by humour (laughter, 
sarcasm, playful singing and role reversal) and familiarity (dialect, colloquial terms, use of 
expletives, endearments as address terms, diminutives, comments on personal habits and 
offers / invitations).  
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Table 8.7 Principles of Care and Relational Language Work: Trust 
Principle RW Category 
Equivalent 
Example 




Section 7.1.3 Orla / #002 / 13  
oh excuse you [laughs] 
Section 6.1.3 Excerpt 6.21 Harold / #012 / 130 
I want to say something that will make you laugh 
Section 6.1.3 Orla / #011 / 77 
right young man 
Section 6.1.3 Harold / #012 / 68 
do you want to volunteer 
Section 7.1.1 Yvonne / #005 / 42  
yes me ol’ darlin’ 
Section 7.1.1 Excerpt 7.22 Nora / #001 / 50 
I’ll give you something of what I’ve got 
Sub-categories:  
humour (laughter, sarcasm, playful singing and role reversal), 
familiarity (dialect, colloquial terms, use of expletives, endearments as address terms, 
diminutives, comments on personal habits and offers / invitations, including mock 
impoliteness). 
With humour and familiarity both care workers and residents relax linguistically, in 
that there is no need for excessive politeness (e.g. residents’ use of endearments as address 
terms, task assessments), and interlocutors take linguistic risks (e.g. Harold’s swearing, 
Tessa’s use of diminutives and colloquial terms). These could all be grouped as mock 
impoliteness (Schnurr, Marra and Holmes, 2008:212 citing Culpeper, 1996, 2005; Leech, 
2014). Residents in particular engage in creation and giving actions (Kitwood, 1997a:92) by 
offering gifts and invitations, thus risking the possibility of being refused, yet demonstrating 
the courage to ask which trust supports. Tessa’s usage of swearing and risky endearments is 
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appropriate to the social situation built up over time between herself and the residents, 
Nora and Yvonne, that she cares for. These tokens invoke ‘trust’, vulnerable residents expect 
the care worker works in their best interests (Barnes, 2012). So seemingly ‘negative’ 
language tokens acquire a different meaning, where trust exists, as it appears to do here. 
Table 8.8 Principles of Care and Relational Language Work: Interdependence 
Principle RW Category 
Equivalent 
Example 
Interdependence All features referenced 







Enquiries about carer 
All seven categories align with many 
examples: 
Joint enterprise 
Positive task assessments 
Levelling / mirroring of lexical choices 
Using endearments as address terms 
Thanking tokens to carer and care home 
Evaluating care worker’s role 
Asking about life beyond the care home 
Sub-categories: all sub-categories included 
Finally, and most importantly (as this principle of care aligns with all the relational 
language work categories presented in Chapters Six and Seven), I discuss the principle of 
interdependence (see Table 8.8), or reciprocity. Demonstrated in all the dyads see Excerpts 
6.27-6.29 for examples of mutuality (Weicht, 2010:217) or interdependence (Tronto, 
1993:162). For example in Excerpt 6.9 #008, where Orla and Queenie express their 
appreciation of each other, is an example of ‘mutual praise’ (Jansson, 2016). 
Interdependence implies working together for mutual benefit which includes; 
collaboration in task completion; acknowledging as recognition of each other for example 
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with compliments and mutual praise; reducing social distance through levelling / mirroring 
of lexical choices (e.g. colloquialisms, expletives, dialect terms and using endearments as 
address terms); acknowledging each other’s needs and concerns by using thanking tokens to 
care worker and about the care home; being able to step out of the institutionally 
prescribed role and evaluate the care worker’s role; and finally to engage with each other by 
asking about life beyond the care home and immediate tasks. 
8.6.2 Alignment to Dementia care models 
In Chapter Two (see Section 2.3) I introduced three dementia care models, namely 
person-centred care (Kitwood, 1993; 1997a and b), relationship-centred care (Tresolini et al, 
1994; Adams, 2005; Nolan, 2006) and progressive care (O’Brien Hallstein, 1999; Browne, 
2010; Pettersen and Hem, 2011). I now discuss the categories and examples presented in 
Chapters Five, Six and Seven and discuss briefly any convergence and / or divergence with 
these models.  
Firstly, Kitwood’s person-centred care (1997a and b) strategies which recognise the 
importance of interdependence from both the care workers’ and residents’ perspective (see 
recognition, facilitation, collaboration, play, negotiation, celebration (initiated by the care 
worker), creation and giving (initiated by the cared-for person) (1997a:90-92) elements 
which can be enacted through language. I-Thou relating includes all others (Dewing, 
2008b:10), so is inclusive of care workers and residents. Ryan (2005) and colleagues also 
evidenced Kitwood’s personhood strategies selected recognition, negotiation, validation, 
and facilitation (or collaboration) as being realised through linguistic resources. Kitwood 
used the term ‘positive-person work’ (1997a:90-92) (see Appendix 05 for descriptions). Ryan 
et al. acknowledge that ‘positive care interactions […] [affirm] personhood of individuals 
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with dementia’ which when embedded in ‘conversations lead to reciprocity’ (2005:18). 
Reciprocity is widely used as an alternative term for interdependence, an important 
principle of care. Kitwood recognised the need for ‘love’ (1997a:81-84) in dementia care, 
and I have demonstrated for example, above how I have positively coded ‘endearments as 
address terms’ unlike some early studies (Grainger, 1993). Inherent in the notion of 
‘personhood’ is the ‘process of sentience […] in social relationships with others’ (Dewing, 
2008b:11) requiring linguistic agility on the part of the care worker to adapt, and sensitivity 
to the needs and desires of the resident interlocutor.  
Recognition, or acknowledging a person as a unique individual, is demonstrated 
through care workers’ use of residents’ first names and diminutives (see Section 7.1.1 
Familiarity) and also through care workers’ in-depth knowledge of residents’ life stories, for 
example family members and interests (see Chapter Five, where I discuss conversation 
topics).  Facilitation (including collaboration) aligns with my sub-category of ‘joint 
enterprise’ (see Section 6.1.1 Compliance-gaining) where care workers have sought to share 
tasks, by engaging residents as active participants and not items that have things ‘done to 
them’. Play, as defined by Kitwood resonates with other observations, such as ‘playful 
discourse’ (Makoni and Grainger, 2002) and ‘humour’ (Marsden and Holmes, 2014), which 
they acknowledge can be beneficial to relationships between care worker and resident, as 
Kitwood suggests. At the same time, the data also includes examples of resident-initiated 
‘positive person work’, namely creation and giving. Creation here being a ‘spontaneous 
offer’, for example Yvonne’s invitation to Tessa to visit her mother (#006 / 103-113), a 
confabulation, yet nonetheless sincerely meant and received positively by Tessa. Secondly, 
Yvonne’s offer (#006 / 08-09) of a clothing item and of money (#006 / 61). Again, despite 
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these offers being confabulations, they are delivered honestly and with warmth. Giving, the 
second resident-initiated form of ‘positive person work’ is concerned more with thanking 
the care worker, and expressing concern. Queenie contributes several perfect examples of 
this reciprocal type utterance. For example, she says to Orla ‘I don’t know how you cope 
with us’ (#005/ 62) and then later she reinforces the remark with ‘well you’re all right you’re 
very good you all cope with us’ (#005 / 66). This is further evidence of the notion of the 
importance of reciprocity (see Section 2.1.3 Principles of Care) in care work. 
Some of the examples given above could be viewed in Kitwoodian terms as examples 
of ‘malignant social psychology’ (Kitwood, 1997a:45-47) (see Appendix 04 for description). 
Kitwood explains that ‘treachery’ (1997a:46) where a care worker deceives a resident is an 
example. Tessa’s use of ‘mum’ (see Excerpt 7.24) could be labelled as an example. Yet as I 
have demonstrated Tessa has used this ‘deception’ with care, with an understanding of the 
individual, with the consent of her family members and perhaps most importantly with the 
intention to reduce distress to Nora.  
Mockery is also mentioned by Kitwood (1997a:45-46) as being an example of 
malignant social psychology and thus an intervention to be avoided in dementia care 
settings. Orla uses mockery or rather banter with a positive result in Excerpts 7.28, 7.29, 
7.30, and 7.31, even though she is making her remarks at Harry’s expense. Harry also uses 
mockery at Orla’s expense in Excerpts 7.32 and 7.33, yet this does not have negative 
consequences for the on-going interaction. These two brief examples indicate that relational 
language work with risk does have positive outcomes, even when viewed through a 
malignant social psychology lens. 
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Validation or acknowledging the reality of a person’s emotions and feelings, and 
giving a response on the feeling level is also part of Kitwood’s approach to care (1997a:91). 
Within this apparently risky relational work category, I have noted use of swear words, 
negative endearments, sarcasm, mimicking, sexual references, commenting on personal 
habits and challenges to task completion all which can potentially raise the emotional level 
of either or both interlocutors, as they can be viewed negatively as face threats. However, 
as Kitwood asserts if the care-givers response validates the emotion and or the intention of 
the utterance then the result, as we see in the examples above, need not be negative. 
Taking a closer look at relationship-centred care (see Section 2.3.2), being open and 
non-judgemental (Tresolini et al., 1994:30) is highlighted. Orla’s skilful management of 
Harry’s concerns about the ‘Egyptians’ (see Excerpt 7.34) and his worry about the fidelity of 
his partner (see Excerpt 7.35) demonstrate such a non-judgemental approach. In addition, 
Orla demonstrates an open attitude to Harry’s sexual references in Excerpt 7.23, amongst 
others. Relationship-centred care as understood by Tresolini and colleagues (1994) and 
widely discussed by other colleagues (Nolan et al., 2002; Nolan, Davis and Brown, 2006; 
Davies and Nolan, 2008; Ward et al., 2008), is where the interactions between care workers 
and residents are central to other ‘therapeutic and healing’ actions (Nolan, Davies, and 
Brown, 2006:9). The attention to relational aspects between all parties of care and the 
context within which these interactions are built and sustained is also critical to this 
‘integrated approach’ (Tresolini et al., 1994:37) to care. Further, echoing my focus on 
interdependence as a core concern in relational language work without risks. Adams (2005) 
argues that relationship-centred care includes all parties in the care setting. This notion of 
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inclusivity is at the core of what is meant by interdependence, in that no one’s needs can be 
ignored, and all needs must be considered, resulting in a mutual caring approach. 
Lastly, progressive care which highlights the importance of reciprocity and 
adaptability (see Section 2.3.3) with recognition of the context in which interactions take 
place, and in particular securing shared interests within an equal dialogue. In the 
compliance-gaining examples (see 6.1.1 and 7.1.2) I would argue that reciprocity is 
demonstrated through the resident’s agency to challenge the care worker and give a 
negative assessment to a task. I propose therefore that reciprocity need not necessarily only 
be evidenced by positive acts, the fact that residents feel safe enough to give negative 
feedback emphasises, in my view, the progressiveness and safety of the relationship. Orla 
also confirmed that she would not hold back and would ‘give it back’ (Orla / DBI / 108) if she 
received a negative comment. Secondly, adaptability, both care workers noted that you 
need to be ready for anything (Tessa / DBI / and Orla / DBI). Orla added that she thought it 
was her personal and work experiences (running a pub for example) that enable her to do 
this and was not something that could be taught (Orla / DBI / 219). This observation was 
relevant for care workers as well as residents, as she noted that some residents could 
express unjustified negative views (for example racist views) about certain members of staff 
(Orla / DBI / 280). Demonstrating therefore that some negative comments, do not 
contribute positively to relational work.  
Mature care, as defined by O’Brien Hallstein (1999) requires the agency of both 
parties, to adapt and be flexible depending on the context, and to enact care jointly (or as 
co-production see Browne, 2010) and with a positive attitude to a life with a future. I have 
shown examples of this from both care workers (e.g. joint enterprise interactions) and from 
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residents (e.g. acknowledgement and enquiries about the carer). In recognition of my 
argument that care is complex, and that care workers need to be interactionally skilful, 
O’Brien Hallstein (1999:49) suggests that care workers need to ‘retain interpretative 
agency’, which I understand here to mean that there can be no ‘tick list’ or set of ‘dos and 
don’ts’ on care interaction in dementia care settings. Thus, if this approach is taken, it also 
recognises the higher skill level required of care workers. 
8.6.3 Alignment to Communication Theories with the Elderly  
In Chapter Two I introduced two theories of communication with the elderly namely 
the Communication Accommodation Theory (Coupland, Coupland and Giles, 1991) or CAT, 
and the Communication Enhancement Model (Ryan et al., 1995) or CEM. I also outlined two 
research approaches to working with data including elderly participants with dementia; 
Heidi Hamilton’s Code of practice (2003, 2005) and Makoni’s (1997) gerontolinguistics and 
Makoni and Grainger’s comparative gerontolinguistics (2002).  
There are some common themes in these theories and approaches which align 
closely to my research methodology and my data findings. Taking account of context in 
which interactions take place, is supported by all authors mentioned above, such as during a 
task, the time of day of the interaction, who the participants are and their preceding 
relationship. This led me to include ethnographic observations as part of the methodology, 
and collect participant profiles, for example. Secondly, multidisciplinarity is also supported 
in studies including the elderly; in fact the authors cited above have diverse academic 
backgrounds themselves including linguistics, social psychology / psychiatry and 
gerontology. This encouragement to bridge the divide, to share and learn from other 
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disciplines, is a line I follow here, drawing on the concepts and principles of care (Section 
2.1.3) and dementia care frameworks (Section 2.3) in my analysis. 
All four approaches recognise that interactions with the elderly need to address the 
individuality of the older person, which leads to care workers adapting their language to the 
needs and abilities of the care-recipient. This suggests that the nominally stronger 
interlocutor, the care worker, be linguistically nimble, as well as, be able to understand and 
assess the linguistic moves of their partner, as a dancer might (Hamilton, 2005). In Chapters 
Six and Seven, I have evidenced this nimbleness of the care-workers on several occasions, 
not least how they manage confabulatory sequences (see Section 7.1.4), compliance-gaining 
challenges (see Section 7.1.2) and moments of discord (see Section 7.1.4). Fourthly, face 
concerns and face work are also raised in these four approaches. I describe what face 
concerns and face work are in Section 2.2.1 and concur with colleagues here that face 
maintenance, enhancement and attacks do take place in dementia care settings (see 
Chapters Six and Seven). Yet, in terms of face attacks the previous studies have noted these 
as contributing negatively to interaction (Makoni and Grainger, 2002) perhaps due in part to 
the complexities of South African context. In my data here, especially in the Orla: Harold 
dyad there are numerous examples, where a potential face attack is either reciprocated 
(give as good as you get) or received positively (turned into a humorous episode), as a 
banter-type token. 
Finally, all four approaches subscribe to the mutuality of care and caring (Code of 
Practice and Gerontolinguistics) or in intergenerational encounters (CAT and CEM). In other 
words, both interlocutors can benefit from the interaction, if conducted carefully and with 
knowledge of the elderly other, in particular. I am thus broadly in alignment with colleagues, 
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however, I make a call for attention to the following in terms of theoretical developments; 
more exploration of the positive impacts of face-threatening acts in dementia care settings 
and how FTAs can be accommodated by care workers with positive relational outcomes. In 
terms of approach, I also urge researchers to move beyond co-participation in research 
(which I have attempted to do here), to co-design, co-delivery and co-dissemination of 
research with and alongside dementia care providers. 
8.6.4 Alignment to Relational Work 
Next, I discuss any convergence and divergence that the categories and examples 
have with Locher and Watts’ notion of relational work. Relational work, according to Locher 
and Watts (2005, 2008) is the ‘“work” individuals invest in negotiating relationships with 
others’ (2005:10). 
The categories noted in Chapters Six  (without risk) most closely align with 
utterances identified by Locher and Watts (2005:12) as being ‘positively marked’, ‘polite’ 
and ‘politic / appropriate’. Relational utterances with risk (see Chapter Seven) which are 
‘negatively marked’ (Locher and Watts, 2005:12), which Locher and Watts might describe as 
impolite or overpolite. Yet here I suggest are both polite and appropriate. Their inclusion of 
both positive and negative language tokens resonates with the data I describe as ‘relational 
work with risk’. As relational work utterances are ‘discursively negotiated’ (Locher and 
Watts, 2005:12) it is important to note that no category can be definitely labelled as polite 
or impolite, it all depends on the context and the previous and current relationship between 
the interlocutors, alongside the topic of the interaction. I would also note that being polite is 
only part of this kind of “work”, other linguistic strategies also have validity. 
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Like Locher and Watts (2005, 2008) I agree that these interactions are indeed work, 
and not just random interactions to ‘pass the time’. Locher and Watts (2005:12) assert that 
negatively marked utterances are either directly ‘impolite’ or ‘overpolite’ and thus indirectly 
impolite. They draw specific attention to appropriateness or ‘politic behaviour’ (p.17) within 
the ‘social context of the interactional situation’ (p.17). In the examples I present here, for 
example the sexual references (see Excerpts 7.23) are appropriate for Harry, but would 
seem very out of place with Queenie. Similarly, Orla swears in her interactions with Harry, 
even calling him ‘you cheeky sod’ (see Excerpt 7.23 / 75), yet she confirmed she would 
never use a term like this with Queenie (Orla / DBI / 116). In Locher and Watts’ (2005:17) 
terms this is due to the ‘frame or habitus’ of the interactional pair.  
As a contribution to relational work, as defined by Locher and Watts (2005; 2008; 
2011) I would argue for an additional mode to their continuum for relational work, one that 
is negatively marked, polite and appropriate or politic. For example, ‘you cheeky sod’ (see 
Excerpt 7.23 / 75), is a negatively marked utterance, however in the context of Orla and 
Harold’s relationship and their norms of social interaction, swearing or use of reverse 
endearments is common, and appropriate.  
Humorous exchanges featured in both the relational language work themes, with 
and without risks, although ‘humour […] [is a] typically indirect’ (Holmes and Stubbe, 
2003:110) resource and may even be dismissed as irrelevant (Fletcher, 2001), it 
nevertheless contributes to smoothing the path of workplace tasks (i.e. in the case here 
getting up, getting washed) and encourages a mutually satisfying workplace environment 
for all interlocutors, in which to live and work. 
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8.7 Summary of Chapter Eight and Introduction to Chapter Nine 
In Chapter Eight I have discussed the findings presented in Chapter Five (Context, 
Interaction Mapping and Conversation Topics), Chapter Six (Relational work practices 
without risk) and Chapter Seven (Relational work practices with risk) and demonstrated 
where appropriate the alignment between care workers and residents language use and the 
eight principles care, dementia care models, communication theories with the elderly and 
relational work practice. 
In Chapter Nine I will conclude my thesis: summarising the findings and my 
contribution to knowledge, identifying the opportunities for further research. Lastly, I will 
outline how these findings might contribute to dementia care workers’ linguistic practices 
and suggest ways in which any findings may be disseminated. 
  





9.0 Overview of Chapter Nine 
In this concluding chapter, I summarise the main findings and discussion points, and 
note any limitations of the study and methodology. I explain my contribution to knowledge 
(see Section 9.2) in terms of methodology, to relational work, to care and dementia care 
frameworks and lastly discourse notions. I recommend future steps for extending the 
research and suggest its potential impact and means for dissemination. Finally, I suggest 
how the findings could contribute to care workers’ practice and present, based on my 
findings, my contribution to knowledge. 
9.1 Summary of findings and discussion 
Based on the 20 audio-recordings made by two care workers, Tessa and Orla, with 
the four resident participants (Nora, Yvonne, Harold and Queenie), I start by summarising 
the findings of the interaction mapping, conversation topics and topic initiations. Then, I 
summarise the main findings regarding relational language work without risks and with 
risks. Finally, I refer to the importance and impact of context. 
Interaction mapping of the data shows that both contiguous and disjointed 
conversation sequences were frequent features and in fact, typical of care worker / resident 
interactions during personal care tasks. Relational language work is dispersed throughout 
these routine task exchanges, before, during and after task-oriented utterances. The 
iterative and the incremental nature (daily and on-going) of these often-small relational 
language tokens, plus the intention conveyed by them, I claim contributes to building, 
maintaining and sustaining relational work practices and thus to mutually beneficial care 
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worker / resident relationships. Here I diverge somewhat from Grainger’s (1993) findings, 
who found that not all relational language tokens were primarily relationally motivated. 
Ending sequences were noted as being characterised by completion statements and positive 
evaluations and here I concur with Grainger (1993). 
Conversation topics identified included: (1) self-disclosure about participants’ lives; 
(2) daily life in the care home; (3) residents’ preferences; (4) personal care (unrelated to the 
task at hand); (5) personal attributes; and (6) miscellaneous (of low frequency). These topic 
sequences varied from relatively short, i.e. a couple of turns, to longer interactive 
sequences, for example Orla and Harold’s charity shop exchange. Topics were often 
repeated across the 20 recordings and one resident (Harold) in particular displayed a 
tendency for recurring themes in his topic choices. Care workers confirmed there were no 
boundaries to topic content (conflicting with some previous findings that topics are ‘limited’ 
(Marsden and Holmes, 2014:19)), and some sexual innuendo exchanges confirm this finding. 
Care workers also confirmed that knowledge of the resident’s life and day-to-day 
experiences during the preceding work shift assisted them to initiate topics. Building on 
shared interests, where possible, was also encouraged by care workers. I noted that there 
was a tendency to ‘keep cheerful’, yet darker topics did feature and were referred to in the 
discourse-based interview data. Conversation topics identified were relatively consistent 
with other studies, limited in range and mostly localised, personal and repetitive, yet 
appropriate. 
Topic initiations were carried out by both care workers and residents, the majority 
being by care workers, with the exception of the resident, Harold. Both parties initiating 
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topics indicates agency on both sides, levelling between the parties and supports the 
realisation of a solidarity, rather than power dynamic. 
The main categories identified in the relational language work without risk theme 
were: (1) compliance-gaining; (2) compliments; (3) humour; (4) acknowledgements; (5) 
reflexivity by care workers; and (6) assessments by residents. Compliance-gaining, inevitably 
oriented to task completions, involved joint enterprise (e.g. ‘otherwise I don’t know what 
we’re going to do it worked last time’), praise (e.g. ‘bless that’s very good’), the care 
worker’s role (e.g. ‘I’m here to help you’) and apologies to facilitate personal care tasks (e.g. 
‘oh there we are sorry darlin’). Compliments (e.g. ‘nice jammies spotty ones’) initiated by 
both care workers and residents, were iterative in nature, thus continuously contributing 
towards relational aspects. Humorous exchanges demonstrated the ease between the 
parties, with laughter (e.g. ‘hehehe tickle tickle hehehe’), sarcasm (e.g. ‘right young man’) 
and playful singing (e.g. care worker mimicking resident’s singing) throughout the data sets. 
Humour also served to smooth the path, where anxiety appeared and reassurance was 
needed. Fourthly, acknowledgements, including reassurance (e.g. ‘don’t worry Von’), 
expressing concern for well-being (e.g. ‘I’m sorry to hear that’), showing appreciation (e.g. 
‘o:h thank you’) and encouragement tokens (e.g. ‘give me a smile’) featured in both care 
workers and residents’ utterances. Finally, reflexivity (demonstrated by care workers only) 
(e.g. ‘nice to have a bit of one to one time isn’t it just you and me’) and task assessments 
(demonstrated by residents only) (e.g. ‘lovely the way you scrub my back’) evidenced 
positive feedback on the care work taking place, care worker or care home. In summary, 
relational language work without risk evidenced care as a shared and collaborative 
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endeavour, where respect for the individual and their needs was maintained, yet at the 
same time reducing social distance where possible. Mutuality in care tasks was emphasised. 
The main categories identified in the relational language work with risk theme were: 
(1) familiarity; (2) compliance-gaining; (3) humour; and (4) managing discord. Risk was 
attached to familiarity tokens either directly or indirectly, that is the term used might 
literally involve a risk or face threat, e.g. swearing, or there was some risk attached to a type 
of utterance due to debates in the literature and norms of practice, for example using 
endearments (e.g. ‘poppet’, ‘darlin’, ‘sweetheart’, ‘you’re a dafty Nor’, and ‘cheeky sod’) as 
address terms. The familiarity continuum also conveyed different levels of formality, 
solidarity and ‘homeliness’ (Wreder, 2008:241) between the parties, e.g. dialect and 
colloquial terms (‘luvver’, ‘just have a little freshen up down there’). Likewise, humour 
indicated some shared experiences, levelling between care worker and resident, even if 
some jokes were made at each other’s expense (e.g. personal appearance of the resident, 
‘must be that extra cake Harry [laughs]’(implies Harry is getting fat) and professional 
identity of the care worker, ‘do you want to volunteer’ from Harry to Orla). Finally, 
challenges that were revealed linguistically, were found in compliance-gaining exchanges 
(e.g. ‘put your bra on’ [followed by] ‘that ain’t mine’) and in managing discord (e.g. ‘they do 
have to live over here with us Harry’ [care worker responds to possible racist remark made 
by resident). There was an example of role shift (e.g. ‘mum says put you’ve got to put your 
teeth in’) and negative task assessment (e.g. ‘oh no I don’t like that’) during the completion 
of tasks. Care workers confirmed that they never argued with residents, and tried to be 
diplomatic when discord arose. In summary, care as relational language work with risks 
acknowledged the agency of residents and the importance of freedom, safety and openness 
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in exchanges. Risks can convey more connection between care worker and resident, where 
mirroring and reciprocity in the use of language tokens is observed. 
Attention to context is critical to discourse-based research, be that the physical 
setting, behavioural norms, or underpinning policy requirements and practices. During the 
observational part of my study, I identified contextual features that assisted and detracted 
from the type of social interactions under scrutiny. These included: sensory features, 
organisational aspects, level of knowledge about the resident, and other interlocutors in the 
setting. Assistive features, such as items to see and touch around the care home to 
stimulate conversation, knowledge of residents’ family histories and interests and 
occupational activities, for example baking bread, taking care of animals. Not all residents 
engaged in these activities and not all care workers used the resources. Nevertheless, both 
care homes had provided and resourced these features.  
Where the context detracted from social interactions, often centred on 
organisational issues, such as the pace and quantity of work, which although not visible was 
reported by care workers as significantly impacting on their ability and desire to spend time 
talking with residents. Other interlocutors, namely family members could sometimes create 
a negative influence on care worker / resident relations. However, the reverse was also 
evident. As suggested by Ward et al. (2008:635) the private space (residents’ rooms and 
bathrooms) were spaces where ‘sustained’ interaction could take place, without 
interruption in particular from other residents. In summary, I noted that contextual features 
were dynamic, intertwined and sometimes tacit in nature. Taking account of contextual 
features added to the complexity of the setting, the interactional task and the analysis. 
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In my findings and discussion points, I noted the extent to which the examples 
presented aligned with the Principles of Care, Dementia Care Models, and Communication 
Theories with the elderly and Relational Work practices. All eight principles of care (except 
competence as this refers mostly to tasks) aligned with at least one relational language work 
category. The interdependence principle (or reciprocity, mutuality) was the most significant 
in that it aligned with most of the relational work themes, thus viewing care enacted as 
working together for mutual benefit. The ‘primary route’ to reciprocity is ‘talking’ (Wreder, 
2008:242); hence the indispensability of talking is supported. 
In terms of Dementia Care Models, there was much alignment in all three models 
presented. There were numerous examples of Kitwood’s positive person work being 
enacted by both care workers and residents. Many examples demonstrating relationship-
centred care’s emphasis on context and inclusivity were evident. Thirdly, examples were 
also found of progressive care, which I suggest most closely aligns to the principle of 
interdependence and where both positive and negative interventions are accepted due to 
the safety of the relationship. Care workers need to adapt to interactional nuances and use 
their knowledge of the person to manage the complexity of interactions. The findings also 
show that care, seen as relational work, is a discursive endeavour, context-dependent, and 
that such caring enactments are work, in that they require skill and knowledge, not casual 
talk to pass the time. 
 9.2 Contribution to knowledge 
Whilst acknowledging the gaps in the literature (see Section 2.6) I address my 
contribution to knowledge in this study in four ways, firstly methodologically, secondly 
through the focus of the study, namely care and relational work. Then, thirdly by 
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highlighting the alignment of linguistic examples of relational work to the principles of care 
and dementia care models, and the complexity of this endeavour. Fourthly and  finally, any 
divergences from the Communciation Theories and the elderly (see Section 2.4). This I 
believe to be important in order to raise the profile of dementia care work and gain 
recognition for care workers in their daily interactions. I now discuss each aspect in turn. 
The methodological contributions are extensions or combinations of earlier 
approaches (Grainger, 1993; Hamilton, 1994; Makoni and Grainger, 2002; Marsden and 
Holmes, 2014). I have moved away from deficit, problem-based studies by adopting an 
appreciative inquiry stance (Marsden and Holmes, 2014) and applying this to a new setting, 
namely dementia care homes. This approach led me to use ‘purposeful [data] sampling’ 
(Silverman, 2013:148), for selection of care homes, care workers and resident participants. 
Such a ‘favourable assessment’ bias (Goodman et al., 2011:481) is less common in the 
literature.  I also located my primary data collection (audio-recordings of care worker / 
resident interactions) exclusively in the private space that is the bedrooms and bathrooms 
of the resident participants. These private spaces, as suggested in the literature, were likely 
to offer up the best opportunities for sustained social interaction. I have been able to 
demonstrate this, and that care workers in particular value this time for engagement and 
understand its importance. Most previous studies have collected data in public spaces 
exclusively, or included a mix of the two. The multidisciplinary stance I have taken is not 
unique (Makoni and Grainger, 2002), however the depth and extent of my exploration of 
the care literature creates new avenues for investigation in linguistics-based studies.  
Secondly, the introduction and focus on relational work (Locher and Watts, 2005, 
2008, 2011), emphasising the relational rather transactional nature of care work. 
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Highlighting the ‘work’ aspect, that is relational talk is not just about ‘passing the time’ but is 
a valid work activity. This extends and develops the notion of the relational dimension as 
noted by previous scholars, as being transitory or inherent to compliance-gaining tokens 
(Grainger, 1993). Grainger’s claim that nurturing or personal discourse is only minimally 
relation-oriented and is ‘non-reciprocal […] superficial and contrived’ (1993:152), I argue 
rather that relational work is a legitimate action in itself especially in care contexts. The 
linguistic examples selected from Tessa, Orla, Nora, Yvonne, Harold and Queenie’s 
interactions in Chapters Five, Six and Seven, present a more hopeful finding. A further 
finding new to this setting (dementia care homes) is that relational work can be enacted 
with some considerable risk (see Chapter Seven); yet still return a positive response. This 
concept of ‘mock politeness’ (Schnurr, Marra, and Holmes 2008:212 citing Culpeper, 1996, 
2005; Leech, 2014) or humour as a multi-faceted linguistic resource (Holmes and Stubbe, 
2003) is not new. Yet, uncovering and examining examples in a service-oriented setting such 
as a dementia care home, is a contribution to the field. Lastly, in terms of the focus of my 
enquiry, I suggest that the closer scrutiny and analysis of conversation topics and topic 
initiations although alluded to by other scholars (e.g. Marsden and Holmes, 2014) and 
investigated from other angles (i.e. topic shifting, Garcia and Joannette, 1994) has not been 
analysed as systematically so far in linguistics-based studies. 
Thirdly, by aligning linguistic examples of relational work to care principles in 
practice and dementia care frameworks, this study makes the connection between the 
macro and the micro, from a new perspective. Much care guidance promotes care as 
showing respect, dignity, compassion, effective communication, but without evidencing the 
actual language in use needed to enact these notions. Indeed, Ryan et al. (2005) and others 
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have evidenced person-centred care (Kitwood, 1997a and b), yet the link to the 
underpinning care theories and dementia care frameworks beyond person-centred care 
(e.g. Tronto, 1993; Tresolini et al., 1994; Pettersen and Hem, 2011) and principles of care is 
an innovation.  
Finally, I have contributed insights into the discourse analytic notions presented in 
Sections 2.2 and 2.4. Face-threatening acts (Goffman, 1967, 2006, 2011) are commented on 
throughout the literature on dementia care settings, usually with negative impacts on 
interactions, in part due to the low status nature of care work and care workers themselves 
(Makoni and Grainger, 2002 studied nurses in Apartheid South Africa). Yet, I have no 
examples in the Tessa and Orla care worker data sets of any FTAs (e.g. endearments were a 
positive resource, and swear words were used appropriately and reciprocally, and role shifts 
intentions were to remove stress (in the case of Tessa and Nora) and as a humorous device 
in the case of Orla and Harold) involving the residents in their care, either direct or indirect, 
that have a negative impact. This is a hopeful finding. In fact care workers and residents 
demonstrated actual affection and love, rather than ‘apparent benevolence and concern’ 
observed by Makoni and Grainger (2002:821-822) or the ‘impression of solidarity and of a 
caring attitude’ (Grainger, 1993:232). ‘Mock politeness’ and ‘banter’ (Leech, 2014) were 
frequently used by both care workers, again successfully and without negative responses. I 
have also highlighted the importance of interdependence (see Section 2.1.3) and have 
evidence of a number of discourse strategies which support it namely: praise, compliments, 
task evaluations by residents, joint-enterprise actions, acknowledgement tokens and shared 
topics. Grainger (1993:195) found that ‘patient-led [personal discourse] [was] not fully 
accommodated by nurses’ or even dismissed. Yet, Tessa and Orla both confirmed in the DBIs 
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and in the audio-recorded evidence, that positive feedback from residents was important 
and welcomed. Self-disclosures or troubles-telling (Grainger, 1993) are portrayed in my data 
as caring episodes, indexing familiarity and concern rather than burden. Grainger (1993:278) 
noted that although concern for troubles was evident, nurses tended to deflect troubles by 
‘ignoring, minimising, and contradicting’ them, and generalising, also a minimising strategy. 
Both Tessa and Orla I demonstrate, listen and respond to troubles, for surely this is part of 
the caring task, whether they present as a bad back (Tessa and Yvonne) or a partner’s 
infidelity (Orla and Harold). I agree with Coupland, Coupland and Giles (1991:129), that 
troubles-telling are ‘potentially cathartic self-revelations’. 
To revisit and summarise, how these contributions connect to my research 
questions, I now turn to each question briefly. Question one asked, ‘how do carers in 
dementia care settings enact care in their language practices?’ As noted above, by 
evidencing care in terms of relational work, I was able to select linguistic examples and 
describe these in Chapters Five, Six and Seven, and importantly show that these examples 
were enacted by both care workers and residents. Care was demonstrated through topic 
choices and relational work with and without risk. Question Two asked, ‘are there any 
contextual constraints that impact on care workers’ ability to enact care linguistically and 
practice relational work?’ In part I responded to this question in Chapter Two (Talking about 
Care see Section 2.1.3) by discussing the different elements that comprise the context and 
complexity of care. Later, in Chapter Eight (see Section 8.1) I analysed these elements in 
light of the findings of enactments of care and relational language work. Finally, Question 
Three asked, ‘how do the findings contribute to dementia care practice?’ I present my 
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suggestions here in Chapter Nine (see Section 9.3 and 9.4). Some of my suggestions refer to 
organisational changes and some are aimed at daily care practice. 
To return to some of my opening statements that care be centralised or de-
marginalised, recognised and rewarded, I make this claim on the evidence presented. I have 
sought to identify the central importance of care as an interdependent, reciprocal, and 
collaborative endeavour, where both parties can benefit. The mediation of the message by 
experienced and skilful care workers is critical. The importance of such mediation is noted 
by Locher and Watts (2005, 2008). By the breadth, depth and frequency of examples of 
enactments of relational work during caring tasks, I hope to present a convincing argument 
of the complexity of care and the skilfulness of the caring task, linguistically, thus that it 
should be suitably recognised and rewarded. 
Coupland, Coupland and Giles’ (1991) words still stand that ‘only if the caring 
institutions acknowledge older people’s [including those with a dementia diagnosis] needs 
for talk and provide them with conducive opportunities for intergenerational and 
intragenerational talk will positive age – and health-identities be able to ensue’ (1991:176) 
for both care workers and residents. In other words, talking matters (Wreder, 2008) and 
talking matters more for those with a dementia diagnosis, living in constrained “total” 
institutions. It matters to care workers, who use talk continuously as a tool to complete 
their work in a demanding and unseen setting. It matters for society as a whole, as we seek 
to meet the demand and aspire to better understand care, and support those that care 
about and for residents living with dementia. 
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9.3 Recommendations for further research 
Here I suggest three ideas for continuing research on the issues raised during the 
completion of my study.  
Firstly, the study could be extended (following the same methodology) to include 
more residents at different points along the dementia pathway. This would enable an 
analysis of care workers’ enactments of care with a wider cohort of residents. It might 
endorse the view that care is a highly skilled activity, or it might also expose the challenges, 
additional demands, and dexterity required of care workers caring for residents with a wider 
or different range of needs. 
Equally the size and range of the sample of care workers could be expanded. For 
example, those workers who provide regular but not daily services, such as hairdressers, 
chiropodists, catering staff and volunteers. The range of interlocutors who use caring 
discourses within a care home is more varied those with a professional identity as a care 
worker, and all have a potential input into the care of residents. I did note a range of 
workers engaged in care enactments and engaging with residents during my observation 
phase. 
Thirdly, following Ward et al.’s (2008:648) recommendation of a ‘personalised 
communication record’, and with the benefit of recordings of interactions, a further study 
could assess how the learning from such recordings by care workers would be 
recontextualised (Sarangi, 2011:7-8) and reproduced in such care plans, and back again into 
care workers’ practice. This would require analysis of the text and talk data sets and a 
before and after methodology, to find out if learning from the recordings was being 
interpreted faithfully into the care plan and reproduced in practice. 
Discourses of care 
321 
 
9.4 Implications for dementia care workers’ practice and impact 
Research shows that interaction can improve or even slow down the dementia 
journey (Davis, 2005; Hamilton, 1994); that ‘talking “just to talk” is a worthwhile activity’ 
(Hamilton, 1994:33). At the same time if care workers truly acknowledge the person in each 
resident, then the ‘common assumption that elderly people must be kept cheerful’ 
(Coupland et al., 1991:186) needs to be revisited and reviewed. 
With these thoughts in mind, I suggest that the emphasis in my study on the 
relational (with and without risks) dimension of care, rather than the transactional, 
contributes additional evidence to the three claims above. The emphasis that talk or 
conversation has therapeutic benefits or as Ryan et al., (2005) describe ‘conversation as 
care’ (2005:18) aligns with Kitwood’s (1997a) stress on interaction and care in dementia 
care settings. Although not an empirically based publication, Ryan et al.’s (2005) premise is 
that through the lens of ‘conversation as care’, personhood can be sustained and nurtured, 
reciprocity will flourish and valuing of agency in contributions to conversations 
acknowledged. Furthermore, ‘given the centrality of relationships to the experiences of 
people with dementia, […] care of people with dementia cannot be person-centred unless it 
is also relationship-centred’ (Davies and Nolan, 2008:449). If these points of practice are 
taken on board by national regulatory bodies, such as the Care Quality Commission, rather 
than only by voluntary quality assurance awards, such as the Butterfly Mark, then it might 
be possible to observe a relational-turn in dementia care which all those involved in care 
would aspire to, practice and benefit from. 
Secondly, based on the benefits of analysing and reflecting on interactions, care 
workers could regularly record their interactions with residents and use the recordings as a 
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learning tool, with support in some basic discourse analysis techniques. This could support 
reflective learning, create deeper understanding of actual practice, and provide a tool to 
develop on-going interactions with residents. The implementation of such a scheme would 
take some time and require increased resources for continuing professional development 
for care staff. Coupland et al., (1991:172) note ‘the need to appreciate strategy, sequence 
and context in accounts of sociolinguistic phenomena, [which argues] against formulating 
simple principles to guide practice and training’. In other words, using discourse analytic 
techniques could aid care staff and their managers to better understand the complexities of 
caring talk. 
Thirdly, applying an AI (appreciative inquiry) approach not only to research (as I have 
done here) but also to staff development and training is recommended by Scerri, Innes and 
Scerri (2019). They note the benefits include better attitudes expressed towards dementia 
patients, improved ‘inter-professional’ working and ‘small changes to staff practices’ 
(2009:190). Thus, a methodological approach could also impact on practice. 
Fourthly, as mentioned above care plans could include more detailed social 
interaction or relational work plans, which could be written, monitored, reviewed, 
amended, agreed as plans for physical care are currently used. Again, both time and 
financial resources would need to be found to enable this recommendation. 
Finally, there is potential to impact on recruitment procedures in care homes 
(personal communication with UWE, Bristol colleague / 01.01.18), again where an emphasis 
might be put on relational work aspects during the interview process, for example. 
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9.5 Dissemination of findings 
The study can be disseminated in the traditional ways, at academic conferences and 
in journal articles. In addition, it has potential to be translated into training materials or 
written as a monograph, perhaps aimed at a social care audience. In our current covid-times 
online interview-style recordings could be conducted and used as resources for 
undergraduate and post-graduate teaching modules. As a minimum, as part of my AI stance, 
I intend to contact the two care homes where I collected data and offer them a feedback 
session or presentation of the findings, in agreement with the research participants and 
care home management. Goodman et al. (2011:480) wisely advise that on-going research 
engagement with care homes has ‘implications […] in terms of time scale and resources’ not 
only for the research team, but also the care home. To ensure improved impact, their advice 
demands consideration. 
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